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for your who develop nasal congestion 
on reserpine therapy 


SANDRIL PYRONIL 


(Reserpine, Lilly) (Pyrrobutamine, Lilly} 


Litty experience this annoying side-effect. 

~ ‘Sandril’ ¢ ‘Pyronil’ relieves 75 percent 

___ of those affected. 
TABLETS of 0.25 mg. ‘Sandrit plus 7.5 mg. ‘Pyronil’ 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (16.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 
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EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 
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ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 
ea facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the tient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of persunality ts to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


119 East 7th St. 


PHYSICIANS — RESIDENTS — and INTERNS 


Are you contemplating entering private practice soon? 
We can equip your office complete 


HAMILTON examining & treatment table !T. 
Distributors of KNOWN BRANDS of PROVEN QUALITY 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


ATTENTION 


The following on display ... . 


Electrocardiographs Diagnostic Equipment 
pa Examining & Treatment Laboratory Supplies 
, Room Furniture Surgical Instruments 
Microwave Diathermy Fracture Equipment 
Ultrasonic Therapy Units Sterilizing Equipment 
Scientific Equipment and many other items 
We invite you to our stores. Let our SPECIALLY 


TRAINED PERSONNEL help you make your 
selection. SEE what you BUY, BEFORE you BUY 


WINCHESTER 


“CAROLINAS HOUSE OF SERVICE” 


Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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SENSITIZE 


USE 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


Brat BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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TETRACYC 
— 


“the only one of its kind”. 


FFERED WITH SODIUM METAPHOSPHATE 


GREATER ANTIBIOTIC ABSORPTION 


ACHROMYCIN V 
10 one 250 mg. capsule 


Urine Excretion Study demonstrates 
that more Tetracycline is absorbed from 


Average Blood Levels at 1, 3 and 6 hours 
ACHROMYCIN vs. ACHROMYCIN 
one 250 mg. capsule 


chemically 
conditioned 
for greater clinical 


efficiency 


ACHROMYCIN V admixes sodium metaphosphate with 


tetracycline. ACHROMYCIN V provides greater antibiotic 


absorption/faster broad-spectrum action and is indicated for 


the prompt control of infections, seen in everyday practice, 
hitherto treated with other broad-spectrum antibiotics. 
Available: Bottles of 16 and 100 Capsules. 
Each Capsule (pink) contains: 

Tetracycline equivalent to tetracycline HCI.. 250 mg. 
Sodium metaphosphate 


ACHROMYCIN V dosage: 6-7 mg. per Ib. of body weight 


per day for children and adults, 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


*Reg. U.S. Pat. Off. 
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Meat... 


Good Nutrition and the 
Metabolic Changes of Adolescence 


The sharp increase in nutritional requirements during adolescence 

is ascribed to the rapid growth, restless activity, high basal metabolism, 

and increased rate of organ development during this period.! 2) Nutri- 
ent needs during adolescence are higher than at any other period of 
lifes’ except for pregnancy and lactation. 


In order to satisfy these extremely high nutritional requirements, 
“protective” foods supplying liberal amounts of protein, vitamins, and | 
minerals should predominate in adolescent diets.’ Such foods include 
meat, poultry, fish, milk, eggs, vegetables and fruits, and whole-grain 
or enriched cereals and enriched bread. Accessory foods commonly 
eaten by adolescents to satisfy emotional needs may provide energy, 
but are commonly responsible for obesity and should not take the place 
of the “‘protective’’ foods. 


Meat contributes much toward making the daily meals of adoles- 


cents appetizing, ample, and satisfying as well as adequate in protein, | 
B vitamins, iron, phosphorus, potassium, and magnesium. Its complete | 
protein functions in all physiologic mechanisms utilizing protein — tissue 
growth and replacement, fabrication of enzymes, hormones, and anti- | 


bodies, and maintenance of the body’s fluid balance. Its B vitamins 
and minerals take part in many processes of intermediate metabolism 
important in body development. 


1. Toverud, K. U.; Stearns, G., and Macy, I. G.: Maternal Nutrition and Child Health. An Inter- 
pretative Review, Washington, D.C., National Research Council, National Academy of Sciences, 
Bull. No. 123, 1950, p. 115. 

2. Proudfit, F. T., and Robinson, C. H.: Nutrition and Diet Therapy, ed. 11, New York, The 
Macmillan Company, 1955, p. 271. 

3. Martin, E. A.: Roberts’ Nutrition Work with Children, Chicago, The University of Chicago 
Press, 1954, pp. 231-236 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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compounD 


(dihydroxy aluminum aminoacetate with belladonna alkaloids and phenobarbital) 


no wonder... 

It’s no wonder that of the many antacid- Here’s astartling adsorption story 

spasmolytic formulations promoted to the involving simultaneous ad fn 


medical profession, so many physicians have : f i 
found MALGLYn the most consistent in clinical tration of antacid and spasmoly- 


effectiveness. tic drugs! 


BELLADONNA ALKALOIDS BELLADONNA ALKALOIDS WITH 
BELLADONNA ALKALOIDS WITH DIHYDROXY ALUMINUM AMINOACETATES 


ALONE ALUMINUM HYDROXIDE (ALGLYN®, BRAYTEN) 


Alglyn 


adsorbed only 
LD 90%" 
LD 83% of alkaloids 


*15 mg. dose 
of spasmolytic Al(OH); Maiglyn Compound 
proved lethal w/spasmolytic provides 
in 90°, of substantially 
reduces spasmolytic 
drug effect 


animals 


LD 17% 


15 MG. ALKALOIDS 185 MG. ALKALOIDS 
200 MG. AL (OH), 200 MG. ALGLYN 


15 MG. ALKALOIDS 


each tablet contains 


The above laboratory study clearly indicates that the antacid ALGLYN, 


| dihydroxy 

| contained in the MALGLYN formula, does not materially interfere aluminum 

| with the therapeutic effectiveness of its contained belladonna alka- 
loids. On the other hand, the marked adsorptive properties of | asinine 
aluminum hydroxide renders its combination with belladonna alka- i alkaloids 0.168 MG. 


(as sulfates) 


loids both uneconomical and therapeutically unreliable. 


phenobarbital 16.2 
For both rapid and prolonged antacid effect, with consistently EEE 


effective spasmolytic and sedative action, rely upon MALGLYN _ Also supplied: Aucune (ainyaroxy 
fum aminoacetate, N.N.R. 0.5 Gm per tablet). 


BELGLYN® (dihydroxy aluminum aminoacetate, 
N.N.R., 0.5Gm. and belladonna alkaloids, 0.162 mg. 
per tablet). 


for treatment of peptic ulcer and epigastric distress. 


Specialities for the Medical Profession only | 


BRAYTEN PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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perhaps the safest ataraxic known... 


PEACE oF MIND 


(brand of hydroxyzine) Tablets-Syrup 


safety highlighted in every clinical report, 


Depending on the condition treated, the effec- 
tiveness of ATARAX has ranged from 80 to 
94%. But clinicians have agreed unanimously 
on its safety. After more than 85,000,000 
doses — many on long-term administration 
at high dosage — no evidence of addiction, 
blood dyscrasias, parkinsonian effect, liver 
damage, depression or other serious side ef- 
fects have been reported. 


calms tense patients. 


ATARAX produces its calming, peace-of-mind 
effect without disturbing mental alertness. 
In the tension/anxiety conditions for which 
it is intended, you will find ATARAX effective 
in about 9 of every 10 patients. 
prescribe atarax as follows: 
Adults: usually one 25 mg. tablet, 
or two tsp. Syrup, three times daily. 
Children: (over 3 years): usually 
one 10 mg. tablet, or one tsp. Syrup, 
twice daily. 
Supplied: Tablets, tiny 10 mg. 
(orange) and 25 mg. (green), 
tles of 100. Syrup, 10 mg. per tsp., 
pint bottles. 
Since response varies from patient 
to patient, dosage should be adjust- 
ed accordingly. Prescription only, 


Chicago 11, Illinois 
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Specializing 
in your patients’ HOSPITAL, SURGICAL and MEDICAL 
insurance problems makes the local AMERICAN HEALTH 


AGENT a valued “‘Doctor’s Aide.’’ 


Because he is a specialist who focuses his attention on 
Health Insurance, the local American Health Agent has won a 
position of friendship and trust. 


As a career agent in his chosen field, it is his purpose to serve 
both Doctor and patient as a true ‘‘friend in need”’ at all times, 
with prompt settlements, efficient service, and a sympathetic 
understanding of the problems of the medical profession. 


Complete 


e 
Local Service American Health 
n 
INSURANCE CORPORATION 
FIRST NATIONAL BANK BUILDING, BALTIMORE 2, MD. 
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highly proved 


provides added certainty in antibiotic therapy particularly for 
that90% of the patient population treated in home or office... 


Multi-spectrum synergistically strengthened 
SIGMAMYCIN provides the antimicrobial spectrum of 
tetracycline extended and potentiated with oleandomy- 
cin to include even those strains of staphylococci and 
certain other pathogens resistant to other antibiotics. 


Supplied: SIGMAMYCIN CAPSULES—250 mg. (oleandomycin 83 mg., 
tetracycline 167 mg.), bottles of 16 and 100; 100 mg. (oleandomy- 


cin 33 mg., tetracycline 67 mg.), bottles of 25 and 100. SIGMAMYCIN 
FOR ORAL SUSPENSION—1.5 Gm., 125 mg. per 5 cc. teaspoonful 
(oleandomycin 42 mg., tetracycline 83 mg.), mint flavored, bottles 
of 2 oz. *Trademark 


P fi Prizer LaporaTories, Brooklyn 6, N. Y. 
Taliesin Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic development and production 
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RELIEVES ANXIETY AND TENSION 


RELIEVES DISCOMFORT 
AND DISABILITY 


‘ 


Each Multiple Compressed Tablet of Merro.one 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 
process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEpROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢) anxiety and tension d@) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


RELIEVES 
JOINT INFLAMMATIO 


Therapeutic benefits of MEPROLONE compared with traditional antiarthe 


Balieylates 


uscle relaxants Jt 
Franquilizers 
iv 


1. Meprobamate is the only tranquilizer wit 
muscle-relaxant actio 


relaxes 
muscle 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fi 
sitis, fibromyositis, neuritis, acute and chronic low t 
pain, acute and chronic primary and secondary fibro 
and torticollis, intractable asthma, respiratory allerg 
allergic and inflammatory eye and skin disorders (as m 
tenance therapy in disseminated lupus erythemato 
periarteritis nodosa, dermatomyositis and scleroder 


SUPPLIED: Multiple Compressed Tablets in bottle 
100 in two formulas as follows: Meprotone-1—1.0 
of prednisolone, 200 mg. of meprobamate and 200 m 
dried aluminum hydroxide gel. MePRoLone-2— pro 

2.0 mg, of prednisolone in the same formula. 
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NO OTHER 
ANTIRHEUMATIC 
PRODUCT 
PROVIDES AS MANY 
BENEFITS AS 


MEPRC BAMATE 
PREDNISO| LONE buffered 


THE ONLY 


ANTIRHEUMATIC, 
ANTIARTHRITIC 
THAT SIMULTANEOUSLY 


RELIEVES: 

1. MUSCLE SPASM 

2. JOINT INFLAMMATION 
3. ANXIETY AND TENSION 
4. DISCOMFORT 


AND DISABILITY 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC. PHILADELPHIA 1, PA, 


MEPROLONE ws the trade-mark of Merck & Ca, Lac 
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Fnee the anemic 


FROM 
IRON INTOLERANCE 


® 
high 
hemoglobin 
response 
excellent tolerance 


BRAND OF FERROUS GLUCONATE 
FOR ALL SIMPLE IRON DEFICIENCY ANEMIAS 


SUPPLIED: Fergon tablets of 5 grains, bottles of 100 and 500. 


Fergon tablets of 2’ grains, bottles of 100. 
; Fergon elixir 6% (5 grains per teaspoonful), 
(I) bottles of 16 fl. oz. 


SAINT ALBANS 


A PRIVATE PSYCHIATRIC P17 A 
RADFORD, VIRGINIA 


4 


STAFF 


James P. Kino, M.D. 
Director 


James K. Morrow, M.D. Danie. D. Cuices, M.D. 
Tuomas E. Patnter, M.D. James L. Cuirwoop, M.D. 
Ciara K. Dickinson, M.D. Medical Consultant 


Affiliated Clinics: 


Bluefield Mental Health Center Beckley Mental Health Center Harlan Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St. Harlan, Ky. 

David M. Wayne, M.D. Beckley, W. Va. C. H. Crudden, M.D. 

W. E. Wilkinson, M.D. 
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Like oil on troubled waters... 


Formula 


DONNATAL TABLETS 
DONNATAL CAPSULES 
DONNATAL ELIXIR (per 5 cc.) 


Hyoscyamine Sulfate......0.1037 mg. 
Atropine Sulfate ............ 0.0194 mg. 
Hyoscine Hydrobromide..0.0065 mg. 


Phenobarbital (% gr.).... 16.2 mg. 


DONNATAL EXTENTABS® 
(Extended Action Tablets) 


Each Extentab (equiva- 
lent to 3 Tablets) pro- 
vides sustained 1-tablet 
effects...evenly, for 10 to 
12 hours — all day or all 
night on a single dose. 


DONNATAL 


provides superior spasmolysis [Robins) [Robins] 


through provision of natural belladonna 
alkaloids in optimal ratio, with phenobarbital 


A.H. ROBINS CO.,INC., RICHMOND 20, VA. 
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Announcing a unique new rauwolfia ¢ 


First report on one of the 
most encouraging advances 
in psychopharmacology 
since the introduction 

of rauwolfia: 


a tranquilizing- 


In mid-1955, Abbott Laboratories released for clinical trial ¢ 
new alkaloid of Rauwolfia canescens. This new alkaloid, late 
named Harmonyl, received special attention because of thé 
high potency and low toxicity it exhibited in extensive phar 
macological testing. 

Since that time, Harmony] has been tried in conditions rangin 
from mild anxiety to major mental illnesses and in hyperten 
sion. Every characteristic of the drug was studied . . . evaluate¢ 
... compared. And from the reports, one fact stands out: 


e In more than two years of clinical evaluation, Harmony! ha 
exhibited significantly fewer and milder side effects in com 
parative studies with reserpine. This, while demonstratin, 
effectiveness comparable to the most potent forms of rauwolfia 


many other rauwolfia preparations. 

This is not to suggest, of course, that side effects will not occt 
with Harmonyl—as with any potent therapeutic agent. Bul 
the mildness of side effects, in the few instances in which the 
have been reported, suggests Harmony] as a drug of choice ij 
conditions ranging from mild anxiety to major mental illnes 
and in essential hypertension. 


Why fewer and less severe side effects? 


Some investigators suggest that the evidence of less parasym| 
pathetic effect with Harmony] in animals might also be true ig 
man. In chronic toxicity studies with Harmony] this was manij 
fested by less diarrhea, “‘bloody tears’”’ and ptosis in rats tha 
was observed with the same dosage of reserpine. Dogs also ex 
hibited milder side effects—in particular, diarrhea. No orga 
toxicity or hematological change was observed with Harmon 
over a wide dosage range. 


Harmony! as a tranquilizer 
While Harmonyl’s safety is most impressive, clinical investigs 
tors reported other notable characteristics for this wide-rang 


lerivatiy 
antihypertensive agent 
es which combines the potency 
ae of the rauwolfias with 
an significantly fewer and 
milder side effects. 
i e Most significant: Harmony] causes less mental and physical 
oe depression. And there are very few reports of the lethargy seen with 1 
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Harmonyl 


(Deserpidine, Abbott) 


tranquilizer. For instance, following an eight-month study of 
*hronic, hospitalized mental patients, Ferguson' reported: 

Harmony] benefited at least 15% more overactive patients 
than oral reserpine. 


Harmony] was more potent in controlling aggression, 
equiring only one-half to two-thirds the dosage of reserpine. 


A number of patients experiencing side reactions on 
eserpine were completely relieved when changed to Harmonyl. 


n his summary Ferguson concluded: ‘‘The most notable im- 
ressions were the absence of side effects and relatively rapid 
bnset of action with Harmonyl.” 


armony! in hypertension 

ypertension studies show that the average reduction in blood 
bressure obtained with Harmony! compares closely to that ob- 
ained with reserpine. The tranquilizing effect of the two drugs 
lso appeared similar, except that few cases of giddiness, 
ertigo, sense of detached existence or disturbed sleep were 
bserved with patients receiving Harmony]. 


osages In mild anxiety, as little as 0.1 mg. of Harmony] a 
ay may be effective. In institutionalized psychiatric patients, 
ot less than 2 to 3 mg. a day is likely to be beneficial. 


n mild essential hypertension, treatment may be started with 
ne 0.25-mg. tablet three or four times a day. After about ten 
ays (or sooner, depending upon response), dosage may be re- 
uced. A maintenance dose of 0.25 mg. daily is often sufficient. 
recautions, As with other forms of rauwolfia, Harmony] 
nust be used cautiously in peptic ulcer and epilepsy and in 
atients about to undergo surgery or electroshock treatment. 
Despite infrequent reports involving depression, patients with 
history of depressive episodes should be watched carefully. 


rofessional literature is available upon request. 
upplied: Harmonyl is supplied in 
1-mg., 0.25-mg. and 1-mg. tablets. 
Reference: 1; Ferguson, J. T.: Comparison of Reserpine and Harmonyl in Psychiatric Patients: 
A Preliminary Report, Journal Lancet, 76; 389, December, 1956, Trademark 
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for “the butterfly stomach” 


Pavatrine’ with Phenobarbital 


125 mg. 15mg. 


e is an effective dual antispasmodic 


e combining musculotropic and neurotropic action 
with mild central nervous system sedation. 


dosage: one tablet before each meal and at bedtime. SEARLE 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 
x REX BLANKINSHIP, M.D., Medical Di 
ploying modern diagnostic and treat- ee 
: : JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
. AMES K.  M.D., Associ 
and recreational therapy—for nervous 


x CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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m well suited for prolonged therapy 


for anxiety 


w well tolerated, relatively nontoxic 
# no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
w chemically unrelated to phenothiazine compounds and rauwolfia derivatives 


w orally effective within 30 minutes for a period of 6 hours 


For treatment of anxlety and tension states and muscle spasm 


Miltown 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 


Tranquilizer with muscle-relaxant action 
DISCOVERED AND INTRODUCED 
BY i) WALLACE LABORATORIES, New Brunswick, N. J. 


SUPPLIED: (Bottles 50 tablets) 
400 mg. scored tablets 
200 mg. sugar-coated tablets 


USUAL DOSAGE: One or two 400 mg. tablets t.i.d. 
Literature and Samples Available on Request 


THE MILTOWN® 
MEPROBAMATE MOLECULE 


| 
i 
\ 
O mg. 
SCORED 
TABLETS 
M-3421-R6 


I “T have used meprobamate in my 
general psychiatric practice since April, 1955, 
and believe it to be [a] drug of choice for 
relief of tension, anxiety and insomnia.”’ 


Lemere, F.: Northwest Med. 54: 1098, 1955. 


“|. . the patient [taking Miltown] 
> 7 never describes himself as feeling detached 
re p Ol { S or ‘insulated’ by the drug. He remains... 
in control of his faculties, both mental 
QO { and physical, and his responsiveness to other 
persons is characteristically improved.” 


> : ; > Sokoloff, O. J.: A.M.A. Arch. Dermat. 74: 393, 1956. 
clinical] 

3 “Of special importance is the fact 
that Miltown does not appear to affect 
autonomic balance—which in alcoholics is 
often unstable...” 


Thimann, J. and Gauthier, J.W.: Quart. J. 
Stud. Alcohol. 17: 19, 1956. 


“+ “The [relative] absence of toxicity, 
both subjectively and objectively, is 
an important feature in favor of Miltown. 
In addition, there were no withdrawal 
phenomena noted on cessation of therapy, 
whether it was withdrawn rapidly or slowly.” 


* Borrus, J.C.: J.A.M.A. 157: 1596, 1955. 


-) “Miltown is of most value in the 
so-called anxiety neurosis syndrome, especially 
when the primary symptom is tension... 
Miltown is an effective dormifacient and 
appears to have... advantages over the 
conventional sedatives except in psychotic 
patients. It relaxes the patient for natural 
sleep rather than forcing sleep.” 


Selling, L.S.: J.A.M.A,. 157: 1594, 1955. 


ae THE ORIGINAL MEPROBAMATE ® 
VAT THE MILTOWN® 
MEPROBAMATE MOLECULE 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate—U.S. Patent 2,724,720 


Tranquilizer with muscle-relaxant action 
DISCOVERED AND INTRODUCED 
BY (yp WALLACE LABORATORIES, New Brunswick, N. J. 
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the 


prednisolone and hydroxyzine 


provides the emotional tranquilizer, ATARAX® (hydroxyzine) and the pre- 
ferred corticoid, STERANE® (prednisolone) « control of emotional factors 
by tranquilization enhances response to the corticoid for greater clinical 
improvement « often permits substantial reductions in corticoid dosage, 
accompanied by reduction of hormonal side effects « confirmed by marked 
success in 95% of 1095 cases of varied corticoid = 


a 


predniso one, 1 mg. hydroxyzine 
hydrochloride, in blue, scored tablets. Bottles 
of 30 and 100. — 


1,0 mg. prednisclone, 10 mg. hydroxyzine 
hydrochloride, in orchid, scored tablets. Bottles 
of 100. 


advantages: (1) greater flexibility of dosage 
(2) effective tranquilization permits lower 
corticoid dosage 


1, Personal communications *Trademark 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


_ ATARAXOID now written ta rax pi 7 
he, 10 mg. hy | 
, scored tablets. Bottles of 30 | 
and now available as NE TY 
| ii 
1y are 
N ow writte® 


q 


the water-soluble, 
citrus bioflavonoid 
complex (as provided 
exclusively in C.V.P.) 


multiple vitamins (A, D,C, By, 
Bo, Be, Biz, K, E, niacinamide, 
calcium pantothenate, 

folic acid) 


= 


multiple minerals 
(calcium, iron, mag- 
nesium, manganese, 
copper, zinc, iodine, 
molybdenum, 
cobalt) 


unique 


BIVAM 


| 
| 
| 
| 
| 


A superior nutritional. shield against dietary 
deficiencies ... and to help speed healing, and 
convalescence in medical and surgical patients. 


For pregnant and lactating women, in aged and 
debilitated patients, before and after surgery, in 
restricted diets, patients with lowered resistance. 


BIVAM tablets provide: capillary-protectant water- 
soluble citrus bioflavonoid complex... 
: antihemorrhagic vitamins K and C... well 
tolerated iron... highly utilizable, phosphorus- 
free calcium, hematinic vitamin By2, folic 

acid, copper, cobalt, molybdenum... anti- — 

emetic vitamin Bg... and many nutrients — 
~ essential to normal metabolic function 
and anabolism, and optimal health. 


Dose of 3 BIVAM tablets provides: 


Citrus Bioflavonoid Compound* . 100 mg. 
Ascorbic Acid (C). . 


Calcium Lactate . . . . : 
Ferrous Gluconate. 100 mg. 
Vitamin A . . . . . 6000U.S.P. Units 


Vitamin D . . . . . 600U.S.P. Units 
TABLETS Thiamine Mononitrate (B1) 
Riboflavin (B2) . ... 
Pyridoxine HCI (Be) . 
Vitamin Bi2 (cobalamin 
concentrate). . 
Niacinamide . 
d, Calcium Pantothenate 
Falic Acid 
Menadione (K). . 
Vitamin E (dl, alpha 
tocopheryl acetate) 
Magnesium. . . . 
Manganese . . 
Copper. . 
Zinc» 
Molybdenum 
lodine 
Cobalt 
*Contains the active bioflavonoid 
factors of the specially processed water- 
soluble bioflavonoid complex from citrus. 
Supplied: bottles of 100. 300, 500 and 
1000 tablets 


SAMPLES of small, easy-to-swallow BIVAM tablets and literature from... 

u. Ss. vitamin PHARMACEUTICALS. 
Arlington-Funk Laboratories, division 

250 East 43rd Street, New York 17, N. Y. 
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chances are 
3 itt! be a Chest Film’... 


You might suppose a good chest film would be easy to take. 
Yet this “simple” examination is often very troublesome. 
The trick is to get consistent uniformity so films 

of a given patient taken at long intervals will always be 
dependably comparable in density and contrast. 

If you’re an expert technician, you juggle kilovoltage, 
time, milliamperage and focal spot to suit each patient. 

If you’re not, you guess... wrong, too often. 


There’s no guessing, though, when you work witha 
Picker “Anatomatic” x-ray control. It automatically 

integrates and sets up the whole complex of correct i 
exposure factors for individual parts of individual patients. 


*National hospital surveys indicate that 
33% of all roentgen examinations are 


You need no charts, make no calculations. chest films. Next in number are all ex- 


tremities, averaging 10%. 


_ here’s all you do... 


dial the bodypart “) set its thickness 3 take it! 
this chest station is one of “= to the measured thickness thot’s oll 
22 bodyport stations of the port 


Companion to the Picker Anatomatic control 
is this efficient “Century” x-ray table 
...atable with the rich look you’d expect to find 
only in upper-bracket x-ray equipment. 

The single tube converts from fluoroscopy 

to radiography and vice versa in a jiffy. 

100 ma and 200 ma models. 


Let your local Picker man tell you more 

about this remarkable x-ray machine 

...or write Picker X-Ray Corporation, 

25 South Broadway, White Plains, New York. 


new way in x-ray 
PICKER “ANATOMATIC” 


fluoroscopic /radiographic unit 
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A Better Antihypertensive 


“We 


prefer to use 
alseroxylon (Rauwiloid) 


since it is less likely to produce excessive fatigue and 
weakness than does reserpine.””! Up to 80% of patients 
with mild labile hypertension and many with more 


severe forms are controlled with Rauwiloid alone. 


1. Moyer, J.H.: J. Louisiana M. Soc, 
108:231 (July) 1956, 


A Better Tranquilizer, too 


**...relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.’’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of unre- 
lated diseases not necessarily associated with hy- 
pertension but burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: f- Kansas M. Soc. 
57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 
After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 

Rauwiloid + Veriloid® 

In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


. ® 
Rauwiloid + 
Hexamethonium 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 44 
tablet q.i.d. 


Riker LOS ANGELES 
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Recent Observations 


On Self-Regulated 
Schedules For Infants 


Genetically acquired behavioral predisposi- 
tions enable the normal baby to regulate its 
feeding intake and periodic hunger sensa- 
tions, its feeding habits. These physiological 
regulatory forces may be satisfied by adapt- 
ing the formula content and feeding period 
to the individual needs of the infant. It in- 
volves a sensible compromise between too 
rigid a schedule, geared to the clock and too 
lax a schedule, based on self-demand feed- 
ings. Such is the current objective: for either 
extreme can lead to infant feeding difficulties. 

The newborn may become a feeding prob- 
lem if the prescribed formula is excessive or 
the feeding schedule rigid. Every time he is 
awakened abruptly from satisfying slumber 
to be fed forcefully, the baby gradually loses 
his enthusiasm for the food and begins to 
resist the feeding. The young infant may balk 
at the crude introduction of a new food or 
feeding procedure without the proper prelude 
of gradual adaptation of taste, color, consist- 
ency and quantity. 

The older infant weaned from bottle to cup 
may reject milk or go on a hunger strike. 
Devoted to his bottle he resents its sudden 
deprivation. It takes a certain readiness for 


weaning to make that change agreeable. Later | 


the infant becomes somewhat independent of 
his mother and arbitrary with his food. What 
he enjoyed yesterday, he rejects today. If he 
distorts the diet for a day and his mother 
resorts to force, a feeding problem is in the 


making. Sensible decorum will solve these ' 


little difficulties before they become big be- 
havior disturbances in childhood. 

The problems of infant feeding are a'ways 
the same but solutions may differ with each 
era. The carbohydrate requirement for all 
infants is as completely fulfilled by Karo” 
Syrup today as a generation ago. Whatever 
the type of milk adapted to the individual 
infant, KARO may be added confidently be- 
cause it is a balanced mixture of low sugars, 
easily mixed, well tolerated, palatable, hypo- 
allergenic, resistant to fermentation, easily 
digestible, readily absorbed, non-laxative. 
Readily available in all food stores. 


MEDICAL DIVISION 
CORN PRODUCTS REFINING CO. 
17 Battery Place, New York 4, N.Y. 


Produced by 
Corn Products Refining Co. 


Behind Every Karo Bottle...A Generation of World Literature 
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Meti-steroid benefits are potentiated in 


METI-STEROID — ANTIHISTAMINE COMPOUND 


TABLETS NASAL SPRAY 
with stress supportive prompt nasal comfort 
vitamin C without jitters or rebound 


ESPECIALLY FOR RESISTANT AND YEAR-ROUND ALLERGIES 
Because edema is unlikely with the tablets and sympathomimetic 
effects are absent with the spray, METRETON Tablets and Nasal Spray 
afford enhanced antiallergic protection in vasomotor rhinitis 

and all hard-to-treat allergic disorders—even in the presence of 
cardiorenal and hepatic insufficiency. 


COMPOSITION AND PACKAGING 


Each METRETON Tablet contains 2.5 mg. prednisone, 2 mg. 
chlorprophenpyridamine maleate and 75 mg. 
ascorbic acid. Bottles of 30 and 100. 


Each cc. of METRETON Nasal Spray contains 2 mg. (0.2%) 
prednisolone acetate and 3 mg. (0.3%) chlorprophenpyridamine 
gluconate in a nonirritating isotonic vehicle. 


Plastic squeeze bottle of 15 cc. 


*T.M. 


FOR STUBBORN y ALLERGIES... | 
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Available in three con- 
venient strengths—3/4, 
1 1/2, and 3-grain pul- 
vules. 


for rapid yet sustained sedation 


PULVULES 


TUINAL 


combine two cardinal features 
in a single preparation 


There are equal parts of quick-acting ‘Seconal 
Sodium’* and moderately long-acting ‘Amytal 
Sodium’; in each Pulvule Tuinal. Assures your 
obstetric patient quick, sustained amnesia; your 
surgical patient relief from apprehension and fear. 


*Seconal Sodium’ (Secobarbital Sodium, Lilly) 
t‘Amytal Sodium’ (Amobarbital Sodium, Lilly) 


723003 


EL! LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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President’s Farewell Address 


DONALD B. KOONCE, M.D. 
WILMINGTON 


It is the obligation of every man to see 
that his brother gets a square deal. It is 
even more the obligation of every member 
of the medical profession to assure the wel- 
fare of every human being. As Christ bade 
his followers, ‘‘Heal the sick.” “The young, 
the aged, and the sick must always be 
helped.”’ Thus the doctor’s first and primary 
obligation becomes the individual welfare 
of his patient. 

Many times this obligation entails more 
than the individual’s medical welfare, and 
often it involves his economic welfare. We 
cannot too strongly oppose any form of 
third party domination. We cannot, how- 
ever, deny or fail to accept third party par- 
ticipation. Present-day economic considera- 
tions demand this. Our antagonism to 
interference should be well studied and 
carefully considered. We should never place 
the aims and ideals of the medical profes- 
sion before the ultimate good of the patient. 
We should make sure that those aims and 
ideals are compatible with his ultimate 
welfare and then use every available means 
to support them. 

The medical profession has too long been 
on the defensive, looking for the possibility 
of an attack, often exaggerating the dan- 
gers, and too frequently stressing the nega- 
tive side of the situation. It is high time 
that we realized the very positive nature of 
our Obligation to our people and their de- 
pendency on us. 

In traveling through this state and na- 
tion during the past year, I have been 
markedly impressed by the complete change 
in the attitude of the general public to- 
wards the medical profession. No longer 
are we in disrepute. The general public 


Read before the First General Session, Medical Society of 
the State of North Carolina, Asheville, May 7, 1957. 


respects and admires us. They do not par- 
ticularly appreciate our negative and 
defensive attitude. They are no longer 
hypercritical of us as a so-called privileged 
class, nor do they resent our prosperity. 
The attitude which [ have met is that “our 
doctors work hard for what they have and 
they are entitled to the things which they 
have earned.” 

In the past few years I have attended 
too many medical meetings which were 
dominated by self-castigation. Too often 
the tenor of such meetings has been that 
we are a persecuted group. Prehistoric man, 
according to history, felt that all illnesses 
and evils resulted from spells cast by in- 
dividuals or groups or devils on the afflicted 
person. Similarly, the medical profession 
has taken the attitude that most groups are 
casting a spell on us. 

The Disease of Socialism 

it is high time that we realized that our 
present-day civilization is afflicted with a 
very serious disease—the disease of social- 
ism. This disease, as we all know, is not 
limited to the medical profession, but is a 
generalized affliction. In the past the medi- 
cal profession has met successfully the 
challenge of many diseases—to wit: scarlet 
fever and typhoid fever, and in more modern 
times, pneumonia, mastoiditis, and diabetes. 
Tuberculosis can now be successfully com- 
batted in most cases. We have even more 
recently found the answer to the problem 
of polio, and it is not unreasonable to be- 
lieve that within the comparatively near 
future we will be able successfully to con- 
trol, if not combat, the dread condition of 
cancer. 

Is it then too much to believe that we 
are capable of combatting an even more 
dread disease, so far as medicine is con- 
cerned—that of medical socialism? Social- 
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ism cannot be wiped out by the medical 
profession alone. That is agreed. But we 
can contribute greatly towards its eradica- 
tion. The eradication of these other diseases 
which have been mentioned has not been 
accomplished by crying “wolf” or stating 
that a curse has been placed upon the in- 
dividuals afflicted. It has been done by 
constructive and scientific opposition. The 
same approach can and must be_ used 
against medical socialism. 
Primitive Methods of Treatment 

In primitive man, disease was invariably 
viewed as the result of a malevolent influ- 
ence exercised by a _ god, supernatural 
beings, or other human beings, dead or 
alive. According to this view, disease was 
caused by the evil influence of an enemy, 
a demon, a god, or an animal; and it ac- 
cordingly was treated by means calculated 
to dislodge the cause from the body of the 
patient. The treatment in those days was 
carried out by a medicine man, who pro- 
ceeded to extract the evil influence from the 
body. Today, unfortunately, we have no 
such medicine man to cure socialism and 
the evils of medicine. 

Another method of treating injuries or 
diseases in those ancient days was to deal 
with the soul of the patient, persuading or 
forcing the evil spirit to depart from the 
body rather than approaching the disease 
scientifically. Is it not true that with re- 
gard to the affliction of socialism we are 
trying to force or persuade the evil spirit 
to depart from the body rather than ap- 
proaching it scientifically and curing it at 
its source? 

Another curious and ancient method of 
treating disease was to transfer the disease 
from the patient to another individual, or 
even to an animal or a plant. There seems 
to be no such solution for medical social- 
ism. The other professions will not accept 
it any more than we will; and to date, we 
have been unable to find an animal or a 
plant stupid enough to allow it to be trans- 
ferred. 

Seeking a Cure 

There is, and must be, a cure for any 
disease, regardless of how malignant. A 
Moslem prophet wrote: “O servant of God, 
use medicine, because God has not created 
a pain without a remedy for it.” There is 
a remedy for medical socialism, but it just 
has not been found. We tend to say and at 
times believe that it cannot be found. Sir 
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William Gull, in the late nineteenth cen- 
tury, is quoted as saying: ‘ ‘Cannot’ is a 
word for the idle and self-satisfied. It is 
inadmissible in science.’”’ Rather than say 
“cannot” we should be strong in our belief 
in our individual rights and abilities. We 
should accept the statement of Paracelsus: 
“That man, no other man shall own, who to 
himself belongs alone.” 

Personally I cannot see the reason for 
the extreme pessimism observed in some 
areas and for the attitude that everyone is 
against us. The past year has led me to 
believe that rather than pessimism we 
should be filled with optimism. I am just 
naive enough to believe in the integrity of 
this great nation of ours and to believe that 
although socialism is a possible disaster, 
it cannot predominate in this country in 
the future. I am a firm believer in the pre- 
cept that this nation and our resulting 
social structure were founded on the belief 
in the freedom of man and the freedom of 
private enterprise. We cannot conscienti- 
ously accept any other precept without 
accepting the ultimate thought of self-de- 
struction. 

We are not a defeated group, but a be- 
sieged group. We as medical men, have 
often been accused of smugness and com- 
placency. Smugness, no; complacency, yes 
—the complacency of an individual well 
satisfied with his performance of the job 
that he was created for, that of taking care 
of the sick; complacent or secure in this 
wobbly social structure, no. Rather than 
complacent, the doctor of the present day 
is more frequently accused of being too 
quick on the trigger, too quick to anger, 
too quick to rise up against the things 
which may be for the public benefit but 
which might infringe on his own personal 
rights. 

We cannot take a defeatist attitude. 
Rather, we should hold high our torch 
and continue on our lighted path with 
optimism and confidence. If I might quote 
an anonymous writer: “Hold high the 
torch, you did not light its glow; ‘twas 
given you be other hands, you know.” 

In answer to Dr. Murphy’s most bril- 
liant address of last year, we have a great 
ship. It has many small ieaks. But it is 
not a sinking ship. It is a ship which is 
sailing into battle with flags unfurled, and 
with many hands working hard below deck 
to stop the small leaks. 
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The Interprofessional Code of North Carolina 
for Attorneys and Physicians 


THEODORE S. RAIFORD, M.D. 


ASHEVILLE 


An excellent critique of the Interprofes- 
sional Code approved last year by the Med- 
ical Society of the State of North Carolina 
and the North Carolina Bar Association 
was published in the December issue of the 
NORTH CAROLINA MEDICAL JOURNAL". In 
this paper Mr. W. L. Thorpe, attorney of 
Rocky Mount, explained the implications of 
the Code and gave a lucid discussion of the 
less known aspects of our judiciary system 
as it affects personal injury litigation. He 
pointed out shortcomings in the dealings of 
members of his profession with the medical 
profession and showed how the Code can 
lead to a better understanding of mutual 
problems. The purpose of this discussison 
is to bring out the problems which we as 
physicians encounter in dealing with per- 
sonal injury cases, to admit our own falla- 
cies, and to show how the proper application 
of the Code can rectify some of these faults 
and lead to a better working relationship 
between the two groups. 

The Need for a Code 

It is no secret that a so-called “armed 
truce” has existed between attorneys and 
physicians, one trying to obtain the bene- 
fits of medical assistance in litigation, the 
other seeking to avoid the entanglements of 
court procedure. It was a distinct surprise 
to physicians, however, to find the legal 
group just as eager to remedy this situa- 
tion as they were, and this impression has 
been further strengthened by the reception 
of the Code since its institution. 

The initial approach to the problem by 
the Medico-Legal Liaison Committee con- 
sisted of a frank discussion by each section 
of their criticisms of the opposite profes- 
sion, Mr. Thorpe has accurately enumerated 
the shortcomings of the legal profession as 
follows: 

Failure to study the medical problem 
involved in order to assist the doctor 
in presenting his testimony 

Failure to discuss the case fully with 
the doctor before trial 

Failure to make suitable arrangements 


for the client to pay the doctor for his 
time and services 
Failure to arrange for a doctor to be 
permitted to testify as soon as possible 
upon arriving at court 
Failure to advise doctors sufficiently in 
advance as to when it would be neces- 
sary to come to court 
Failure to consult the treating physi- 
cian before arranging for a specialist 
to examine the client 
Failure to prepare the doctor for cross- 
examination 
Failure to convince the doctor by word 
and deed that the attorney is interested 
only in presenting the true facts to 
the court and jury. 
The legal section in turn outlined the fol- 
lowing criticisms of the medical profession: 
1. Failure to accept a case for examina- 
tion and evaluation for fear of becom- 
ing involved in legal procedure 
Failure to submit a prompt and com- 
prehensive report when asked to do so 
Failure to appear in court promptly 
when requested 
Failure to bring medical 
court 
Failure of the witness to prepare him- 
self adequately on the case about which 
he is to be questioned 
Deliberately evasive tactics to avoid 
court appearance 
A general lack of cooperation with at- 
torneys in all matters pertaining to 
litigation 
Failure of doctors to testify in an ob- 
jective manner without bias and prej- 
udice 
9. Failure of doctors to confine testimony 
to questions propounded. 
Few of us can deny having been guilty of 
at least some of these defections. With 
these faults set down, the committee then 
set about to devise a working plan for over- 
coming them as far as possible. 
The rising accident rate is reflected in 
the increase in personal injury cases, and 
especially in those which subsequently come 
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to litigation. It has been estimated tnat ap- 
proximately 75 per cent of cases now pend- 
ing in court involve personal injury, and in 
these cases 75 per cent of the attorney’s 
work either directly or indirectly concerns 
the medical aspects of the case. It is there- 
fore obvious that more and more of the 
attorneys’ work demands the assistance of 
the medical profession; and by the same 
token, more of the physicians’ work in- 
volves personal injury cases which may 
eventually be concerned with litigation. 
Few doctors appreciate the important role 
of the medical profession in these cases. 
The physician is the only witness whose 
testimony can establish a causal relation- 
ship between injury and accident, and who 
can testify with respect to essential evi- 
dence such as x-rays, subjective symptoms, 
objective findings, examination, diagnosis 
and prognosis. It therefore become impera- 
tive to devise some means of facilitating 
court procedure. The Interprofessional 
Code is an attempt to overcome some of the 
above mentioned difficulties by promoting 
better cooperation between the two pro- 
fessions. 
History 

The idea of an Interprofessional Code is 
not new. In 1952 the Cincinnati Bar Asso- 
ciation and the Academy of Medicine of 
the same city combined to set forth a work- 
ing agreement for lawyers and doctors in 
dealing with cases in this category. This 
effort proved so successful that in 1955 
similar codes were adopted by the states of 
Utah, Oregon and Wisconsin, and by indi- 
vidual counties in Arizona, Iowa, Ohio, and 
Oklahoma. These came to the attention of 
Dr. J. P. Rousseau, then president of the 
North Carolina Medical Society. In an ad- 
dress before the North Carolina Bar As- 
sociation in the same year he appealed to 
that group for cooperation in the adoption 
of a similar code in this state. As a result, 
the joint Medico-Legal Liaison Committee 
was appointed. The fruit of their efforts is 
the Interprofessional Code of North Caro- 
lina, for physicians and attorneys. 

This code is not entirely original with us. 
It embodies the basic principles of the Cin- 
cinnati Code, with certain modifications for 
its adoption in this state. It is an outline, 
not a textbook, and for purposes of simplic- 
ity, many details and explanations are 
omitted. It does not constitute legislation. 
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It is nothing more than a _ gentleman’s 
agreement which, if followed, will promote 
more harmonious relations between the two 
professions in their dealings with each 
other. 

Preamble 


The Code is divided into four sections. 
Section A constitutes the preamble and is 
self-explanatory. It simply states the pur- 
pose of the Code and sets forth the agree- 
ment made by attorneys and physicians. Its 
core bears repetition; namely, the acknowl- 
edgement that ‘a substantial part of the 
practice of law and medicine is concerned 
with the problems of persons who are in 
need of the combined services of a lawyer 
and doctor; that the public interest and 
individual problems in these circumstances 
are best served only as a result of coopera- 
tive efforts of all concerned; that members 
of both the legal and medical professions 
share an obligation to the individual and to 
society.” 

Medical Reports 

Section B concerns medical reports in 

preparation of cases for litigation. Since 


the major function of litigation in cases of 


personal injury is the recovery of damages 
to compensate for actual medical expense, 
loss of time from gainful occupation, loss 
of earning capacity, and emotional trauma, 
it is quite obvious that no jury can award 
proper restitution without knowing the ex- 
tent of these factors. Medical reports, there- 
fore, comprise an integral part of the court 
procedure and become a most important 
part of the attorney’s preparation of the 
case for hearing. 

The attorney representing the litigant 
usually arranges for the examination and 
requests the report as the most important 
part of his preparation of the case. He may 
require only a brief statement of the diag- 
nosis and the treatment rendered by the 
attending physician, or he may need a com- 
plete examination by a disinterested phy- 
sician, with a comprehensive evaluation of 
the disability and prognosis, and recom- 
mendations for further treatment. The 
attorney can materially aid the physician 
and insure a more satisfactory report by 
giving as much advance notice as possible 
and stating specifically the information 
desired. Inasmuch as any such report con- 
stitutes information of a confidential] na- 
ture, the attorney should obtain the proper 
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authorization from the patient-client for 
the release of this information. The phy- 
sician should in turn realize the possible 
pitfalls in the release of this information 
and protect himself against possible re- 
crimination by insisting not only on proper 
authorization, but on specification as to 
whom it is to be released. Many insurance 
companies use this type of permit, which 
can be easily included with the written 
request for the report. 

The physician, upon receipt of the prop- 
erly executed request, should realize its 
importance and submit it as promptly as 
possible. He should endeavor to cover all 
points specified in a comprehensive manner, 
at the same time avoiding verbosity and 
keeping complex medical terminology to a 
minimum. He should realize that his med- 
ical reports may be brought to the attention 
of lawyers, adjusters, claim supervisors, 
insurance company doctors, and even med- 
ical experts. His report can _ therefore 


become a yardstick of his carefulness, 
knowledge, and thoroughness, and his pro- 
fessional reputation can be directly affected 
thereby. While the preparation of such a 
report may appear to be onerous, it should 


be realized that it is frequently instru- 
mental in bringing about a settlement out 
of court to the mutual satisfaction of both 
parties and the necessity of court appear- 
ance as an expert witness is thereby elimi- 
nated. 
Medical Testimony 

Section C deals with medical testimony 
and is roughly divided into three parts: 
(1) the pre-trial conference; (2) the me- 
chanics of producing the medical witness; 
(3) The proper presentation of expert 
medical testimony. 
‘The pre-trial conference 

If the Code accomplishes no more than 
convincing the attorney and physician of 
the advantages of the pre-trial conference 
it will have been worth while. One of the 
greatest sources of discontent among po- 
tential medical witnesses is the eleventh 
hour summons for a physician to testify in 
a case for which he is totally unprepared, 
and with which he is not allowed time to 
familiarize himself or to arrange his pro- 
fessional appointments so as to avoid undue 
hardship. Conversely there is nothing more 
frustrating and unsatisfactory from the 
lawyer’s point of view than for a medical 
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witness to be unable to appear at the most 
advantageous time (for reasons which con- 
stitute legal excuse), and when he does 
appear, to be poorly prepared and either 
unable or unwilling to give more than 
equivocal and inconclusive answers to ques- 
tions propounded. The pre-trial conference 
seeks to avoid these difficulties by provid- 
ing an opportunity for the attorney and 
physician to review the pertinent aspects 
of the case in question well in advance of 
the actual court appearance. 

The conference may in some instances be 
only a short telephone conversation, or in 
more complicated cases require a lengthy 
discussion of all facets of the case in ques- 
tion. It should cover the following points as 
a minimum: (a) the place and expected 
time of appearance; (b) the purpose of the 
litigation and the specific medical implica- 
tions; (c) the specific questions the phy- 
sician will be asked on direct examination; 
(d) the probable questions he will be asked 
on cross-examination; (e) explanation by 
the physician of the context of his report 
and elaboration of the important medical 
features to be emphasized in the attorney’s 
examination; (f) points to be emphasized 
in qualification of the witness; (g) ar- 
rangement of compensation for services. If 
these points are adequately covered, medi- 
cal testimony ceases to be a harassing chore 
and becomes a medical duty no more dis- 
tasteful than other professional obligations. 
The attorney is more aware of the time 
element involved and the progress of the 
case and is therefore the logical party to 
arrange the conference at a time and place 
mutually convenient to both. 


Producing the witness 

The most common means of summoning 
the medical witness is the subpoena, In 
many instances the physician’s first warn- 
ing of his expected court appearance is a 
subpoena by telephone, not infrequently on 
the day before the trial. This means of 
issuance, while binding in some states and 
acceptable in others, is all too frequently 
accepted by a secretary and supplies noth- 
ing more than the date of the hearing and 
the names of the litigants. Since the patient 
involved may have been last seen by the 
physician months or even years before, and 
then possibly only once, the doctor is hard 
put to identify the patient, familiarize him- 
self with the case, and intelligently prepare 
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his testimony. He does not know what at- 
torney caused him to be subpoenaed, and 
the only means he has of finding out is by 
getting in contact with the presiding offi- 
cer, in itself a difficult or impossible task. 
Yet he must appear at the stated time and 
place or risk being held in contempt of 
court. All too frequently he complies, can- 
celling elective surgery or office appoint- 
ments, only to find on arrival in court that 
the case has been either settled or post- 
poned. Small wonder then that the phy- 
sician becomes a disgruntled and often a 
hostile witness. 


This naturally leads to the question 
“Why is a subpoena necessary?” From the 
standpoint of the attorney the subpoena is 
a necessary and extremely useful instru- 
ment. It accomplishes two important objec- 
tives: (a) It enables the attorney to request 
and obtain continuance of the case if the 
medical witness is unable to appear for 
reasons constituting legal excuse; (b) it 
protects the physician by preventing him 
from becoming a voluntary witness, there- 
by subject to the stigma and accusation of 
bias and partiality. The subpoena must 
therefore be regarded as a necessary instru- 
ment, the nuisance of which can be iargely 
averted by the pre-trial conference held 
prior to its issuance. 


The physician may logically question the 
necessity of court appearance after he has 
prepared a comprehensive report. It should 
be pointed out, however, that the adversary 
system under which courts of law operate 
permit a witness’ testimony to be examined 
or questioned regardless of the form in 
which it is submitted. Testimony by de- 
position, however, is a different matter. 
This is employed in instances where, in the 
opinion of the legal participants, the ap- 
pearance of the witness in court is either 
impossible or inexpedient. In such a case 
the testimony is given under oath, questioned 
by the opposing attorneys, and duly re- 
corded. It is then offered as evidence at 
the actual trial. 

The inconvenience and expense of appear- 
ing in court unnecessarily—that is, when the 
case has been postponed or otherwise dis- 
posed of—the so-called “false appearance,” 
can be and indeed is easily averted by the 
vast majority of conscientious attorneys. It 
involves simply keeping the physician in- 
formed as to the developments of the case, 
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The attorneys instruct the physician to dis- 
regard the stated time of appearance on 
the subpoena, tell him when he will prob- 
ably be needed, and when he does appear, 
arrange for him to testify as early and as 
quickly as possible so as to cause him mini- 
mal inconvenience. With such cooperation, 
doctors should realize that in the presenta- 
tion of testimony timing is all important. 
and should cooperate to the best of their 
ability in making themselves available and 
accessible when needed. 


Presenting the testimony 

The presentation of medical testimony 
has many facets, and both attorneys and 
physicians would do well to familiarize 
themselves with it, bearing in mind at all 
times that the purpose of the hearing is to 
obtain an honest evaluation of injuries and 
other losses, and fair and proper restitution 
by the responsible parties. 

The conduct of the physician on the wit- 
ness stand is, in itself, subject matter for 
an entire paper. Davidson has recently pub- 
lished an article entitled “‘The Care and 
Feeding of Medical Witnesses,”” and Lie- 
benson devotes a large part of his book 
“The Doctor in Personal Injury Cases” to 
this subject. Although it can be considered 
only briefly at this time, certain salient 
points should be emphasized. The physi- 
cian should at all times maintain the dig- 
nity of his profession. He should never 
lose his temper, no matter what the provo- 
cation. When this occurs, his judgment is 
impaired and his testimony loses its effec- 
tiveness and is discredited by the jury. 
Accordingly the true merits of the case may 
be lost, the attorney and the client suffer, 
and the physician’s reputation is harmed. 
He should remember that his is not the role 
of advocate. His sole function is to convey 
to the jury in an honest and unbiased man- 
ner his opinion of the medical aspects of 
the case under trial. 

It is easy for the medical witness, either 
through a careless force of habit or some- 
times through regrettable exhibitionistic 
tendencies, to indulge in verbose descrip- 
tions couched in complex medical terminol- 
ogy meaning little or nothing to a lay jury. 
He should consider carefully the questions 
submitted and phrase his answers as con- 
cisely and objectively as possible, using 
terminology which is understood by lay- 
men. One of the most common sources of 
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confusion and contradiction of a medical 
witness is his own inadvertent attempts to 
be helpful or to avoid a seeming show of 
ignorance by long rambling answers. This 
may easily lead him to make conjectures, 
propound theories, or volunteer informa- 
tion beyond that requested, or even 
attempt to bluff. There is no surer way to 
difficulty and embarrassment on the witness 
stand, for this leaves him completely at the 
mercy of the astute cross-examiner. If he 
does not know the answer, he should say 
so frankly and without hesitation. If he 
does know the answer — and he should 
after an adequate pre-trial conference—he 
should give it in the simplest manner pos- 
sible, using only necessary modifications. 
If he is asked a question requiring a yes or 
no answer and feels that such an answer 
will not convey the full import of his mean- 
ing, he must answer yes or no but has the 
right to explain his answer. Finally, under 
no circumstances should he permit persona! 
prejudice, favoritism, or personal gain to 
influence his testimony. If he does, a shrewd 
attorney in cross-examination can bring 
this to light with damaging effects upon 
his character and veracity. 

In examining the witness the attorney 


should likewise be guided by principles of 
conduct befitting the dignity of his voca- 
tion. Statement of qualification of a medical 
witness as an expert can go far to impress 


the jury with his competence. Too often 
this information is passed over lightly and 
accepted as a matter of fact, when it could 
be used to make the witness of infinitely 
more value to the client in whose behalf he 
is testifying. 

In the long history of our judiciary sys- 
tem certain unscrupulous attorneys have 
formed the custom of badgering, browbeat- 
ing, and embarrassing the witness on cross- 
examination. This practice is undoubtedly 
designed to discredit the witness by incit- 
ing him to emotional demonstration, loss of 
temper, confusion, and contradiction. More 
than any other factor it is responsible for 
the physician’s reluctance to appear on the 
witness stand. Fortunately this deplorable 
custom is not common, and is avoided by 
the majority of conscientious attorneys. 
When it does occur, however, the witness is 
well within his rights in requesting pro- 
tection from the presiding officer. On the 
other hand it is the attorney’s accepted 
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privilege in cross-examination to confuse 
the witness, if possible, in an attempt to 
shake his testimony. If, however, the 
witness adheres to the simple principles 
outlined in the previous paragraph, he has 
nothing to fear. 

The attorney can obtain far more valu- 
able and helpful testimony if his questions 
are phrased in a simple and forthright 
manner. Complex and confusing questions 
lead to complex and confusing answers. By 
the same token, no witness should attempt 
to answer a question which he does not 
understand clearly. If he does not under- 
stand all of the implications of a long and 
complicated question, he should ask that it 
be repeated or even submitted in writing 
in order to study it before answering. Fin- 
ally, if the attorney bears in mind the 
demands of the physician’s professional ob- 
ligations and minimizes as far as possible 
his time spent in court, he in turn will 
receive far better cooperation from the 
physician. 


Compensation 

For pre-trial services 

Section D concerns compensation for 
services in connection with litigation. It 
is recognized that the physician may logi- 
cally expect and demand compensation for 
any services rendered prior to the actua! 
court appearance, including conferences, 
examinations, and medical reports. This 
can be arranged with the attorney when 
the latter first requests the service, in such 
manner and amount as may be mutually 
acceptable to the attorney, the physician, 
and the patient-client. The agreement may 
be written, if preferred, or verbal, if a 
satisfactory working relationship has been 
established. There being no set fee for this 
type of service, it is usually a matter of 
individual discretion. Many physicians re- 
gard minor services, such as a short tele- 
phone conversation or simple medical re- 
port, as part of their service to the pa- 
tient and gladly supply them without 
charge, as they would supply the same 
information to another physician. When a 
re-examination or a comprehensive report 
embodying opinions about prognosis, fur- 
ther treatment and disability is required, 
or when it is necessary to review hospital 
records, medical literature, and so forth, it 
is just and proper that the physician make 
a charge commensurate with the time and 
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skill expended. The exception arises, how- 
ever, when the client is known to be desti- 
tute and cannot guarantee remuneration. 
Then the physician should regard his serv- 
ices in the same light as he would medical 
treatment of an indigent patient and waive 
any specified compensation pending the 
outcome of the hearing. 


For testimony 

Compensation for testifying, however, 
falls into a different category. Whereas it 
is proper for an attorney to represent a 
client on a contigent fee basis, this does 
not apply to the physician, since it would 
immediately place him in the category of 
a prejudiced witness. The attorney may 
make up in a successful case what he fails 
to recover in an unsuccessful one. The phy- 
sician, on the other hand, may recover in a 
successful case a fee commensurate with 
the time and skill expended, but on a less 
favorable case he may recover nothing. As 
yet there is no satisfactory solution to this 
problem but a start has been made which 
is infinitely more satisfactory than the hit- 
or-miss method used heretofore. According 
to North Carolina law the presiding officer 
sets the fee for expert testimony. Since the 
medical witness is present at the request of 
the court, the attorney who causes the sub- 
poena to be issued cannot be held legally 
responsible for this fee. The Code provides 
that the attorney responsible for placing a 
witness under subpoena shall take such ac- 
tion as may be required by the law of the 
forum involved, requesting the court to al- 
low compensation for his services. This sim- 
ply means that at the conclusion of the 
hearing the attorney calls to the attention 
of the judge the witnesses who have ap- 
peared at his request and ask that just and 
fair compensation for their services as ex- 
pert witnesses, if so qualified, be written 
into the court costs. Any unpaid bills for 
medical services rendered before the hearing 
can be handled in like manner. This is the 
most that any attorney can be expected to 
do, but if he does this, the witness will know 
that his interests are being guarded. It is of 
course within the power of the attorney and 
his client to agree that a fixed amount be 
paid the physician for his appearance, or 
even to pay this amount in advance. This is 
not without hazard, however, since it may be 
brought out in cross-examination to the 
client’s detriment. 
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Fees for expert testimony follow no fixed 
schedule but are customarily set at the dis- 
cretion of the judge. They do not necessarily 
reflect the true value of the time, profes- 
sional knowledge, or skill expended. With 
better publicization of the code and with the 
help of the attorneys, however, it is hoped 
that in the future courts will allow fees 
more nearly commensurate with the value of 
the physician’s services. 

Institution of the Code 

There now remains the important prob- 
lem of introducing the Code and familiariz- 
ing every member of each professional group 
with it. Inasmuch as it does not constitute 
legislation and is useful only as it is accepted 
voluntarily, it must be accepted and applied 
by each local county or city group, subject 
to their particular modifications. Customs 
vary in different localities; hence it cannot 
be applied throughout the state in the same 
manner . The committee offers it to be 
adopted and used by each group as it sees 
fit. It is suggested that each county society 
meet with the local bar society for the pur- 
pose of discussing the Code and its implica- 
tions and the problems of each group. An 
added incentive for such a meeting is the 
A.M.A. motion picture, “The Medical Wit- 
ness,” portraying the right and wrong ways 
of obtaining and presenting medical testi- 
mony. In addition, the members of the joint 
committee are widely scattered throughout 
the state and stand ready to assist in any 
such program in any way possible. 

Education in Court Procedure 


The deliberations of the joint committee 
have brought out several items which it 
feels should receive greater consideration. 
One of these is the education of medical 
students in court procedure and their obli- 
gations and rights as participants. The ma- 
jority of medical schools now include in 
their curricula courses in medical jurispru- 
dence. These courses vary from a few short 
lectures to a detailed course in forensic 
medicine. In a few instances correlated 
courses between schools of law and medicine 
are being worked out whereby medical stu- 
dents are invited to observe or even partic- 
ipate in legal exercises and legal students 
are invited to attend lectures on toxicology, 
pathology, autopsies, and other phases of 
medicine which will be of help to them in 
their future practice of law. This is a 
healthy practice and one which is to be 
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commended. Where such practical training 
has not been available, certain local groups 
have instituted an indoctrination course in 
medico-legal technique designed primarily 
for younger physicians starting in practice. 
They have proved so successful that older 
physicians are also participating. The com- 
mittee is recommending to the three medical 
schools of this state that a standardized 
course in medical jurisprudence, including 
specific instruction in courtroom procedure, 
be incorporated into their curricula. It fur- 
thermore feels that the Code should be care- 
fully explained to each graduating medical 
student and that copies be given to each 
graduate and to each physician receiving 
license to practice in this state. 


Impartial Medical Testimony 


In an effort to decrease the number of 
personal injury cases on the court calendars, 
the City of New York for the past two years 
has attempted a relatively simple experiment 
which has proved amazingly successful and 
bids fair to establish a precedent for other 
localities. It is called the “Medical Expert 
Testimony Project.’’ With the assistance of 
the County Medical Society and the New 
York Academy of Medicine, a panel of high- 
ly qualified specialists was selected. The 
courts then set up a Medical Reports Office 
under the supervision of a deputy clerk of 
the Supreme Court. It functions in the fol- 
lowing manner. The judge reviews the case 
with attorneys representing plaintiff and 
defendant, having access to any medical re- 
ports on the case at that time. He attempts 
a conciliatory settlement at this time. If 
there is too great a discrepancy between the 
claim and the offer and there seems to be no 
way to reach an amicable settlement, he 
refers the case to the Medical Reports Office. 
This office then arranges for an examination 
and evaluation of the case by a member or 
members of the panel, choosing men from 
the appropriate specialty or specialties in 
rotation. The physician then conducts an 
independent examination of the client, re- 
views pertinent medical reports or hospital 
records, and submits his findings to the 
Medical Reports Office with copies for each 
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lawyer. The judge then reviews the case 
with the lawyers in the light of the impartial 
medical report and again attempts a settle- 
ment. 

The effectiveness of the procedure is best 
measured by the results obtained in the first 
two years of the experiment. Of 23% cases 
referred to impartial experts, 120 were 
settled in the pre-trial conference. Of 54 
others which have been settled, 36 were 
settled before trial. While these were not 
settled in the pre-trial conference, the im- 
partial testimony was felt to have a direct 
bearing on the satisfactory settlement. Only 
eighteen cases actually went to trial for set- 
tlement. The remaining 64 cases are still 
pending, and it is felt that a large percent- 
age of these will be settled before coming to 
trial. 

Thus far the experiment appears to have 
been successful, and the most enthusiastic 
participants are the judges who see in it a 
fair satisfactory means of reducing the 
court congestion. The one objection is the 
cost involved in setting up the project. In 
New York the costs were defrayed by two 
private grants totalling $40,000. Once the 
effectiveness of the procedure is proved, 
however, state or county funds will probably 
be made available since the ultimate saving 
in court costs will far outweigh the expendi- 
ture involved. It is an interesting experiment 
and one which may possibly be adapted to 
our needs at some time in the future. 


Summary 


Through the efforts of a joint committee 
from the legal and medical professions, a 
practical working agreement for lawyers and 
doctors known as The _ Interprofessional 
Code of North Carolina has been formulated. 
The Code, in the interest of simplicity, con- 
tains only fundamental precepts, and an 
attempt has been made in this presenta- 
tion to explain in more detail some of its 
implications. Based on experience else- 
where, the Code, if accepted and used, will 
contribute materially to a better under- 
standing and cooperation between attornéys 
and physicians and lessen the burden of 
litigation in cases of personal injury. 
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Strongyloidiasis With Probable Cardiac Involvement 


JOSEPH P. MCCRACKEN, M.D. 
DURHAM 


Strongyloidiasis is usually a mild disease, 
but a generalized hyperinfection with 
Strongyloides stercoralis may produce a 
severe illness of varied manifestations. 
This paper reports a severe infection with 
this parasite as the factor causing acidosis 
in a previously well controlled diabetic in- 
dividual. Of considerable interest were the 
electrocardiographic changes that occurred 
in the course of the disease, presumably in- 
dicating that the heart, the pericardium, or 
both were involved in the generalized in- 
festation. 

Case Report 

A 25 year old white farmer, was admitted to 
Watts Hospital on August 11, 1950 in stuporous 
diabetic acidosis. He was known to have had dia- 
betes for two years and had been adequately con- 
trolled on 35 units of protamine zine insulin daily. 
Two weeks before entry he had an upper respira- 
tory infection with fever, dyspnea, a nonproductive 
cough, and generalized muscular pains. When seen 
by his family doctor, he was told he had pneumonia 
and was given injections of penicillin, apparently 
without improvement. When edema of the eyelids 
occurred along with signs of acidosis, he was 
hospitalized. He had lived on a farm in North 
Carolina all his life except for three years of 
military service, limited to the continental United 
States, during World War II. 

Physical examination on admission showed a 
well nourished young man who was drowsy but 
well orientated. There was moderate conjunctival 
injection, with slight edema of the eyelids. Breath 
sounds over both lung fields were normal on 
auscultation. The heart was normal in size, and 
neither murmur nor friction rub was heard. The 
blood pressure was 130 systolic, 70 diastolic. The 
remaining physical examination was not remark- 
able. 

On admission the blood sugar was 400 mg. per 
100 cc., and the carbon dioxide combining power 
was 32 volumes per cent. The Benedict urine test 
was 4 plus for sugar, the acetone test was likewise 
strongly positive, but the diacetic reaction was 
negative. The diabetic acidosis was adequately 
controlled within 12 hours, but the diabetes was 
difficult to regulate until after he had received 
specific therapy as outlined. 

S. stercoralis larvae were found in the urine 
on the day after entry, but repeated stool speci- 
mens were negative for the parasite; however, 
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neither purgation nor duodenal fluid aspiration 
was performed. The white blood cell count on 
entry was 12,800 per cubic millimeter, of which 48 
per cent were eosinophilic leukocytes; six days 
later the count was 19,650 per cubic millimeter, 
with 44 per cent eosinophils. A roentgenogram of 
the chest on August 12, 1950, showed very fine 
nodular densities throughout both lung fields. The 
heart was normal in size, shape, and position. 

An electrocardiogram made on August 12, 1950, 
the day after entry, when the patient was com- 
pletely free of acidosis, showed the T waves to 
be flat in lead I, diphasic in leads II and III, and 
deeply inverted in leads CF-2, CF-4, and CF-5 
(see fig. 1, first vertical column). 

His hospital course was febrile, with the highest 
temperature elevation of 102 F. occurring on the 
fourth day, accompanied by expected tachycardia. 
On the fifth day the patient was started on gentian 
violet, one 65 mg. enteric coated tablet three times 
daily with meals. The response to this drug was 
dramatic. The temperature fell to normal in two 
days, and his general condition improved markedly. 
The diabetes then became easily controlled. He 
was discharged from the hospital on a mixture 
of 30 units protamine zinc insulin and 20 units 
regular insulin, and the prescribed dose of gentian 
violet until he had taken a total amount of 3.3 
Gm. 

When next seen on October 7, 1950, he had no 
complaints, having been working on his farm as 
usual. The physical examination was not remark- 
able. A repeat electrocardiogram showed the T 
waves now to be upright except in leads III and 
CF-2 (see fig. 1, middle vertical column). A 
urinalysis and a specimen of stool from the rectal 
glove were negative for S. stercoralis. Chest roent- 
genogram still demonstrated the same small den- 
sities throughout the lung fields. 

Attempts to follow this patient were futile and 
he was not seen again until the night of September 
30, 1951, when he was admitted to the hospital in 
insulin shock. This condition quickly responded 
to intravenous glucose. On this admission the 
white blood cell count was 12,150 cubic per milli- 
meter, with only 1 per cent eosinophils. Stools 
and urine were repeatedly negative for S. ster- 


coralis. Roentgen studies of the chest again dem- 
onstrated the fine fibrous densities. The heart 


remained normal in size and shape. The electro- 
cardiogram was normal, with tall T waves in all 
limb leads and V-1 through V-6 precardial leads 
(see fig. 1, last vertical column). He was re- 
gulated on 50 units NPH insulin and discharged 
in good health. 

This patient was not seen again until September, 
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Fig. 1. Electrocardiograms showing T wave changes due probably to Strongyloides stercoralis infestation. 


1956, at which time he was unable to regulate his 
diabetes. He had had no further manifestations 
of strongyloidiasis nor any other illness since he 
was last seen five years previously. A general 


physical examination showed only the uncontrolled 
diabetes, which was later regulated on 65 units 
NPH insulin. The electrocardiogram, including the 
augmented leads with the conventional limb and 


precordial leads, was normal. The T waves were 
upright and of good amplitude in all leads. The 
chest x-ray showed the fine nodules to persist 
throughout the lung fields. 


Incidence and Modes of Infection 
Since a thorough study of this disease 


has been made by Faust''’, Jones‘), and 
Kyle and his associates’, only the more 
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significant features will be reviewed brief- 
ly. The incidence of strongyloidiasis in the 
southern part of the United States is es- 
sentially the same as for hookworm, vary- 
ing from 1 to 5 per cent of the population. 
The morphology of the parasite likewise 
resembles that of the hookworm. The dis- 
tinguishing features of the rhabditiform 
larvae are the short buccal opening, the 
doubled-bulb esophagus, and the genital an- 
lage located in the middle of its body. The 
notched tail identifies the filariform larvae. 
One important characteristic is the ability 
to persist in the host for long periods. 
Bodon*) reports a case of 20 years’ dura- 
tion, and Palmer“? one of 30 years’ dura- 
tion. As with the hookworm, the most fre- 
quent means of infection is by penetration 
of the skin of the host. Ingestion of infected 
material and direct contact with infected 
persons are other modes of host infection. 


Pathology 

After penetrating the skin and upon 
reaching the capillaries of the lung via the 
returning venous blood, the larvae produce 
hemorrhages and exudates into the alveolar 
spaces. This process may be mild, produc- 
ing bronchitis, or extensive enough to cause 
pneumonia and death. Death in Kyle’s‘*? 
case was attributed primarily to pulmonary 
hemorrhage and edema. The larvae then 
migrate to the trachea, to the esophagus, 
into the gastrointestinal tract, where the 
adult females attach themselves to the duo- 
denal and jejunal mucosa, and occasionally 
into the stomach, ileum and colon. 


Larvae have also been found in the gall- 
bladder, mesentery, liver, pericardium, and 
heart. Blacklock and Adler‘) found larvae 
in the pericardium of a chimpanzee which 
had died of an overwhelming infestation. 
In Kyle’s\’ case larvae were also present 
in the myocardium. There was an infiltra- 
tion of small lymphocytes around the lar- 
vae without apparent injury to the cardiac 
muscle fibers. Kyle could not find a pre- 
viously reported instance of similar cardiac 
involvement. Although the larvae are found 
frequently in the urine, the parasites have 
not been demonstrated histologically in the 
human kidney. In 1949 Redewill'’) reported 
for the first time involvement of the lower 
urinary tract and genitals in the female and 
the external genitalia in the male. 
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Symptoms 

The foregoing brief review of the para- 
site’s wanderings helps to explain the fol- 
lowing symptoms of the disease. Within 24 
hours after penetration of the skin there 
usually occurs an erythematous pruritus 
similar to that seen in the “ground itch” 
of hookworm. Jones‘”) stated that cutaneous 
lesions, including urticaria, occurred in 22 
per cent of his series of 100 cases. Within 
the next day or two the larvae reach the 
lungs, often producing bronchitis, pulmo- 
nary edema, hemorrhage, and pneumonitis, 
depending on the severity of the infesta- 
tion. In Jones’‘*) series of 100 patients, 
pneumonitis was demonstrated by x-ray 
examination in 11. 

Gastrointestinal symptoms vary, but 
severe disturbances do occur; colicky ab- 
dominal pains that are usually generalized; 
mild to marked diarrhea with stools that 
may be grossly bloody in character; alter- 
nating constipation; nausea and vomiting; 
and vague symptoms of gaseous distention 
and jaundice, indicating involvement of the 
liver and biliary tract. Jones‘*) stated that 
27 per cent of his patients showed a “duo- 
denitis” on barium examination. Fever is 
a frequent sign that may be due to the 
secondary bacterial invasion or may well 
be part of the tissue reaction to the para- 
sitic infestation. 

Eosinophilia has been stressed by Hin- 
man'*), but Faust" has not found it to be 
a constant finding. Faust stated that the 
eosinophil level is highest in the early in- 
fection, with a rapid decline as the disease 
becomes chronic. In patients who have 
severe symptoms or actually die (as in 
Lyle’s case'*), which came to postmortem), 
the eosinophils are usually few or entirely 
absent in the peripheral blood. It is Wil- 
lard’s) observation that eosinophilia is 
not a reliable guide to the presence or ab- 
sence of intestinal parasites and is not 
indicative of the type of parasite present. 


S. stercoralis ova are rarely seen in the 
stool, except after severe purging or dur- 
ing a bout of diarrhea. The zinc sulfate 
floatation method is said to be the best 
means of demonstrating the larvae in the 
stool. Larvae may also be found in the urine 
and in gastric and duodenal washings. They 
have even been demonstrated in sputum 
and pleural exudate. Jones and Abadie'') 
stress the fact that S. stercoralis larvae 
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may be identified in the duodenal fluid 
when they are not demonstrable in the feces 
of infected persons. He termed the duodenal 
tube method the more efficient diagnostic 
procedure, since more diagnoses (77 per 
cent) were made after a single aspiration 
than after 10 stool examinations. The rea- 
son for the higher yield of positive findings 
by the duodenal method is that the newly 
hatched S, stercoralis larvae first reach the 
intestinal tract in this locality and thus are 
probably more concentrated here. 


Strongyloides precipitin and skin tests 
may prove a valuable aid in diagnosis. 
Brannon and Faust''') have produced a 
test antigen prepared from filariform lar- 
vae cultured from feces of the infected 
chimpanzee. Dilutions of 1:100 produced 
23 positive intradermal reactions and 25 
positive precipitin tests in 25 chronic cases 
of human strongyloidiasis. The precipitin 
titer ranged from 1:5000 to 1:30,000. It is 
not known how long after cure the intra- 
dermal test will remain positive, although 
the precipitin test indicates the presence of 
specific antibodies. 


Treatment 


Treatment of this disease has not been 
very satisfactory. Since Faust introduced 
the oral use of gentian violet''’ in 1929, this 
has remained the drug of choice. Jung and 
Faust'''’ now believe a four-day course of 
the drug is most effective. On the first day 
60 mg. or 1 grain of gentian violet is given 
three times daily one hour before meals, 
increasing the dose by 30 mg. each day so 
that on the fourth day the patient receives 
150 mg. three times. If vomiting occurs, the 
medication is temporarily discontinued. 
The major disadvantage to this method is 
the failure of the drug to be absorbed 
from the intestinal tract. The enterally ad- 
ministered dye does not reach the organism 
at the stages when it does the most harm 
—that is, the migrating larvae of the ini- 
tial infection and auto—and hyperinfective 
stages. Because of this fact Palmer‘! in- 
jected 20 milliliters of a 0.5 per cent solu- 
tion intravenously daily for 20 days with- 
out untoward effects. He treated 45 cases, 
curing 41 by one course of treatment. The 
remaining 4 were said to be cured by a 
second course. Palmer‘*) also reported use 
of intravenous medication in a patient in 
whom oral use was ineffective. Later the 
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patient died of tuberculosis and at postmor- 
tem no evidence was found of the parasite. 
Administration of 1 per cent solution of 
gentian violet (25 cc.) by gastric tube cured 
Engle’s'*) patient in whom the infection 
was unaffected by oral medication. Wil- 
lard’) also faund that intraduodenal instil- 
lation of 1 per cent solution may succeed 
when oral medication fails. 

Simpson''*) advised compound tincture 
of iodine given by duodenal tube as an ef- 
fective drug, but its use has not yet become 
general. Chesterman''’’ has critically eval- 
uated the many drugs that have been used 
at one time or another with little, if any, 
success. These include thymol, hexylresor- 
cinol, santonin, tarter emetic, tetrachlore- 
thylene, sodium antimony tartrate, emetine, 
niloden and Hetrazan. Chernin''®’ used Het- 
razan (Burroughs-Wellcome) in 7 cases, 
but in only 2 cases were the stools free of 
larvae after treatment. Also toxic symp- 
toms were high with this drug. These find- 
ings are in keeping with those of Torres‘'’’, 
who reported a cure in only 1 of 12 cases 
in Puerto Rico. 

The most recent drug to be used in an 
attempt to erradicate the parasite is Win 
5047 (Mantomide by Winthrop-Stearnes). 
A group of 27 patients who had shown no 
response to gentian violet were given this 
drug by McHardy and others''*’. In 14 pa- 
tients the parasites persisted, in 7 the in- 
fection recurred after transitory absences, 
and in 6 there were no demonstrable re- 
currences. The drug in doses of 1 Gm., 
given four times a day for 20 days, had no 
apparent side-effects. This drug may prove 
to be of some benefit in gentian violet re- 
sistant cases. 


Comment 

In the case described the disease had its 
clinical onset as a severe upper respiratory 
infection in a patient who had diabetes. 
When signs of pneumonia developed, he 
was given penicillin. The response was 
poor, the infection progressed, and he was 
seen in a state of diabetic acidosis. The 
diabetes was difficult to regulate until after 
gentian violet therapy was begun and he 
became afebrile. His pulmonary involve- 
ment was diffuse, being described roentgen- 
ographically as fine nodular densities 
throughout both lung fields. Repeated films 
one and six years later showed persistance 
of these tiny nodular densities. Clinically 
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the lungs were normal on auscultation and 
percussion. 

Of much interest were the changes in the 
electrocardiogram. First, it should be stated 
that these changes may have been influ- 
enced by possible low blood potassium ac- 
companying the moderate acidosis that was 
present. It is noted, however, that the first 
tracing was taken on the afternoon of the 
day after entry, at which time the patient 
was out of acidosis. Also there was a nor- 
mal QT time, prolongation of which is one 
of the earlier electrocardiographic signs of 
hypokalemia. At that time (1950) facilities 
for determining blood potassium levels 
were not available in the hospital labora- 
tory. 

The electrocardiogram (fig. 1) taken the 
day after entry (August 12, 1950) was ab- 
normal in that the T waves were isoelectric 
in Lead-I, diphasic in Leads II and III, and 
deeply inverted in Leads CF-2, CF-4, and 
CF-5. Repeated record two months later 
showed the T waves upright in Leads I, II, 
CF-4, and CF-5. A year later, 1951, the T 
waves were all normally upright and in 
1956, six years later, the tracing remained 
normal. 

As there is no way to state definitely that 
the above changes were all due to a state of 
low potassium, let us assume that instead 
they were due to infestation of the heart 
or pericardium by S. stercoralis. This is 
quite probable since the patient had such 
an overwhelming infection. In Kyle’s‘*) 
case that came to postmortem, microscopic 
studies of the heart “showed scattered filar- 
iform larvae surrounded by focal accumu- 
lation of lymphocytes in the pericardium 
and in the interstitial tissue of the myo- 
cardium.” In Kyle’s patient the electrocard- 
iogram showed only low T waves in I and 
II, and auscultation showed a normal heart. 
Were it not for the clouding of the picture 
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by possible hypokalemia, this case could be 
presented as strongyloidiasis involving the 
heart with electrocardiographic changes. 
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Certainly driver education is of utmost importance. 
we insist by word of mouth or otherwise that safety features be loaded 
into an automobile, for maximum passenger protection even at the cost 


of sacrificing power, speed, and high horsepower? 
necessity when one is presented with the toll of fatal accidents. Since 1900 
more people have lost their lives in cars than in the past seven wars in 
which citizens of the United States have fought. Editorial: Lip Service 
to Automobile Safety, J.M.A. Georgia 46:68 (Feb.) 1957. 
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The Proper Use of Posterior Pituitary Extract 
in Pregnancy’ 


Part I — Indications 
JAMES F. DONNELLY, M.D. 
WINSTON-SALEM 


The most controversial subject in the 
field of obstetrics at the present time is the 
use of posterior pituitary extract during 
pregnancy. This hormone was first advo- 
cated as an agent to promote rapid delivery 
in 1909 by Blair Bell. For 10 years it was 
widely and enthusiastically used, only to be 
attended by an alarming maternal and in- 
fant mortality. After 1920 the use of post- 
erior pituitary extract before delivery was 
widely condemned. Reports by Reid''’ and 
Eastman'?’, in 1946 and 1947, and the sub- 
sequent development of the intravenous 
technique by Hellman‘ have done much to 
restore the drug to popularity. 

Today no intelligent physician can deny 
that posterior pituitary extract has a use- 
ful place in obstetrics. Injudicious use of 
the hormone for elective inductions or in- 
ductions of convenience for the physician 
or patient will result in a number of un- 


necessary maternal and infant deaths which 


may lead again to its condemnation. The 
dangers associated with the use of post- 
erior pituitary extract are well docu- 
mented: postpartum hemorrhage, ruptured 
uterus, injuries to the maternal soft parts, 
fetal injury, amniotic fluid embolism, and 
numerous Others. These accidents can hap- 
pen and have done so in the hands of the 
most skilled obstetricians. Willson) has 
pointed out that there is no need to assume 
such an unnecessary risk on an elective 
basis in a normal obstetric patient. 

The Committee on Maternal Welfare has 
on file four maternal deaths from rupture 
of the uterus secondary to the use of post- 
erior pituitary extract. 

Commercially there are a number of post- 
erior pituitary extracts, either alone or 
combined with other hormones. Pitocin is 
the only available commercial product 
which has adequate oxytocic activity, is 


*One of two articles on the proper use of posterior pituitary 
extract in pregnancy. The second will appear in a_ subse- 
quent issue. 

From the Committee on Maternal Welfare of the Medical 


Society of the State of North Carolina. 


virtually devoid of undesirable side reac- 
tions, and is not combined with otherwise 
worthless drugs or hormones. Pitocin in- 
duction and Pitocin stimulation, aithough 
slightly different from the viewpoint of 
total dosage, are both subject to the same 
dangers, conditions, and contraindications. 
One of the unanswered questions is, does 
Pitocin induction or stimulation create nor- 
mal labor? 

Moore and D’Esopo’ were able to con- 
vert abnormal patterns of uterine inertia 
to those of normal labor with the use of 
Pitocin. The misuse or excessive dosage of 
Pitocin, however, can produce prolonged 
uterine contractions and tetany. 

Pitocin in relatively large doses is used 
to create persistent contraction of the 
uterus, making it an effective agent for 
maintaining the contraction of the uterus 
following delivery or abortion. In minute 
doses it is used to induce or to stimulate 
labor. Indications for the use of Pitocin will 
be considered in four groups. The group- 
ing was arranged on the basis of the ob- 
stetric literature, a survey of the opinions 
of the leading obstetricians in the eastern 
part of the country, a survey of the hospi- 
tal practices within the state, and a 
personally conducted inquiry among the 
obstetricians in North Carolina. 

Group One 

Group 1 includes those conditions in 
which Pitocin was considered useful, clearly 
indicated, and comparatively safe. Nearly 
all the hospitals, medical schools, and ob- 
stetricians surveyed gave these indications 
a number one rating. 

1. Third stage and postabortal period 

2. Postpartum hemorrhage due to atony 

3. Incomplete abortion 

4. Inertia—primary and secondary 
Third stage of labor and postabortal period 

In comparison with the ergot prepara- 
tions the action of Pitocin is quick and 
short - lasting, when both drugs are 
given intramuscularly. If Pitocin is given 


> 

191 
va 

\ 

| 

> 

| 

| 


192 


in the third stage of labor or in the post- 
abortal period, it should not be given until 
the placenta or all the products of concep- 
tion have been expelled. It can be given in 
large and frequent doses, 1 to 2 cc. of 1:2000 
as often as every 30 minutes. The adminis- 
tration of Pitocin by continuous intra- 
venous drip is preferable to the intermittent 
intramuscular method, regardless of the 
indication. 


Postpartum hemorrhage due to 

uterine atony 

Pitocin is unquestionably the best thera- 
peutic agent in postpartum hemorrhage 
secondary to uterine atony. It is essential 
to rule out other causes of postpartum hem- 
orrhage—that is, retained placental tissue, 
uterine rupture, lacerations of the cervix, 
lacerations of the lower genital tract, ma- 
ternal clotting defects, and so forth. If 
postpartum hemorrhage is anticipated by 
antecedent complications such as_ uterine 
inertia, twin pregnancy, or a hemorrhagic 
complication, an intravenous drip can be 
started immediately after the delivery of 
the placenta. Otherwise the drip is started 
when the hemorrhage becomes apparent. 


The drip may be continued for hours if nec- 


essary. A considerably larger amount of 
Pitocin (2 cc. to 500 cc. of 5 per cent glu- 
cose) can be given after delivery than be- 
fore. Replacement of blood and other forms 
of treatment should not be neglected. 


Incomplete abortion 


Continuous intravenous Pitocin drip as 
given for the induction of labor is an ef- 
fective means of evacuating the uterus in 
a patient with an incomplete abortion. 
Sometimes mechanical removal of placental 
tissue from the cervical os will be required. 
This technique will reduce the necessity of 
submitting the patient to anesthesia and 
dilatation and curettage, and avoids intrau- 
terine interference in the presence of po- 
tential infection. 


Inertia 

Treatment of uterine inertia in the past 
has been very unsatisfactory. The use of 
continuous intravenous Pitocin drip is a 
considerable improvement. Several points 
in reference to inertia are worth mention- 
ing. True labor will always cause progres- 
sive dilatation of the cervix, even though 
disproportion exists. The administration of 
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Pitocin in the presence of false or prodro- 
mal labor is not only unnecessary but may 
lead to considerable difticulty. Secondly, 
Pitocin should never be administered to a 
patient who is already having normal or 
nearly normal uterine contractions, as uter- 
ine tetany may be induced, resulting in 
fetal loss. The use of Pitocin in the hyper- 
tonic type of inertia, which is characterized 
by almost imperceptible relaxation between 
the contractions, is contraindicated. 

The key to the management of inertia 
lies in its early recognition. If Pitocin is 
given in the early stages of inertia, the 
abnormal pattern almost invariably reverts 
to normal. The drip should be discontinued 
once normal labor is re-established. If iner- 
tia is not recognized until late, it may be 
better to give the patient a period of rest 
with heavy sedation, fluids, and other sup- 
portive measures before Pitocin stimulation 
is begun. Inertia is a frequent accompani- 
ment of cephalopelvic disproportion or even 
a tight pelvic fit, so that competent x-ray 
pelvimetry and careful clinical examination 
by means of a sterile vaginal examination 
are esssential before Pitocin is given. 


Group Two 
The second group of indications includes 
conditions in which induction or stimula- 
tion may be of value. Usually other meth- 
ods of management are preferable and 
safer. 
Toxemia of pregnancy 
Premature rupture of the membranes 
Inertia with questionable or borderline 
cephalopelvic disproportion 
Inertia—secondary to analgesia or 
anesthesia 


Toxemia of pregnancy 

If, under medical treatment, all evidence 
of toxemia disappears, there is no indica- 
tion for obstetric interference. Most pa- 
tients with toxemia, however, improve un- 
der medical treatment but show evidence 
of persistent hypertension and/or albumi- 
nuria. Some patients show no improvement 
or even become worse under medical treat- 
ment. Interruption is indicated in the latter 
two groups after 48 or more hours of ade- 
quate medical treatment in the hospital. 
The urgency for interruption varies, and 
the method of interruption will depend 
upon the urgency of the situation. In cer- 
tain patients with toxemia (when the indi- 
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cation for interruption is not urgent) 
interruption may be accomplished by re- 
peated Pitocin induction'"’. This is particu- 
Jarly true if rupture of the membranes is 
contraindicated or impossible. This method 
of induction is extremely difficult and try- 
ing, since the patient is ill and the process 
may require a period of several successive 
days. 
Premature rupture of the membranes 
Patients with premature rupture of the 
membranes always present a_ problem. 
First, unless they are at term and the pre- 
senting part is engaged, they belong in the 
hospital. Attempts should be made to as- 
certain whether any abnormality is re- 
sponsible for the premature rupture of the 
membranes. If the patient is not at term by 
date and by examination, she should be 
kept in bed and observed. A certain per- 
centage of the patients will carry their 
babies to greater viability. Those having 
premature rupture of the membranes at or 
near term should be observed for 12 to 24 
hours for the onset of spontaneous labor. 
The vast majority will go into labor spon- 
taneously. Rectal and vaginal examinations 
should be restricted, and careful perineal 
care is essential. If the patient is at term, 
presents no abnormalities, and does not go 
into labor within 24 hours, Pitocin induc- 
tion may be of value. 
Inertia with questionable disproportion 
Previous remarks with respect to the 
treatment of inertia applied primarily to 
those patients who had no evidence of cep- 
halopelvic disproportion. In general, the 
use of Pitocin in the presence of question- 
able cephalopelvic disproportion is con- 
traindicated. The usual precautions 
associated with Pitocin induction should be 
emphasized. The induction should be under 
the direct supervision of the attending 
physician at all times. If there is any ques- 
tion whatsoever about the progress of 
labor, Pitocin should be discontinued. 


Inertia secondary to analgesia 

and anesthesia 

Decreased uterine activity frequently fol- 
lows the administration of analgesic agents. 
particularly if they are given too early in 
labor or in excessive amounts. The properly 
prepared obstetric patient rarely requires 
any analgesia before cervical dilatation 
reaches 3 to 4 cm. Occasionally, however, 
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inertia will develop after the administra- 
tion of an analgesic agent. It is better and 
safer obstetric practice to permit the drug 
to wear off and normal labor to resume. 
The administration of all anesthetic agents 
—but notoriously caudal, spinal, intraven- 
ous Pentothal, and deep inhalation anes- 
thesias — interfere with and often stop 
labor. The physician is then faced with the 
choice of delivering the infant by means 
of a fairly difficult forceps or permitting 
the anesthesia to wear off. The preferable 
management is to permit the anesthetic ef- 
fect to wear off and labor resume. If Pito- 
cin is used under these circumstances, it 
should be given as carefully as though for 
an induction. 
Group Three 

The third group of indications includes 
conditions for which Pitocin will occasion- 
ally be of some value. However, the dan- 
gers associated with its use usually out- 
weigh the advantages. 

1. Missed abortion 

2. Premature separation of placenta 

3. Placenta previa 

4. Elective induction 
Missed abortion 

The problems of missed abortion is dis- 
tressing to the patient and her family. 
With few exceptions, missed abortions are 
expelled spontaneously and are best let 
alone. Furthermore, it is difficult, if not 
impossible, to be certain that a fetus this 
early in pregnancy is dead. Pitocin induc- 
tion is rarely, if ever, indicated. 
Premature separation of the placenta 

Two dangers are associated with Pitocin 
induction in the presence of premature 
separation of the placenta: (1) rupture of 
the uterus; (2) the possibility of amniotic 
fluid embolism with resulting maternal hy- 
pofibrinogenemia. Patients with premature 
separation of the placenta usually have 
short labor. Induction or interruption of 
the pregnancy is not indicated in minor 
episodes of bleeding, particularly those of 
the nontoxic variety. If bleeding is serious 
enough to justify interruption, the use of 
Pitocin must be considered, although simple 
rupture of the membranes will usually suf- 
fice. 
Placenta previa 


Placenta previa presents some of the 
same problems as does premature separa- 
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tion of the placenta. The site of implanta- 
tion on the cervix and lower uterine seg- 
ment renders this area particularly suscep- 
tible to lacerations which may result from 
excessive uterine contractions, unusual trac- 
tion from below, and even from normal 
labor. In central placenta previa or exten- 
sive partial placental previa, cesarean sec- 
tion is the treatment of choice. In the other 
varieties of partial placenta previa, rup- 
ture of the membranes is_ preferabie. 
Occasionally the presenting part fails to 
tamponade the placenta against the lower 
uterine segment. Careful use of Pitocin 
may result in successful descent of the pre- 
senting part and control of the bleeding. 


Elective induction 

Elective induction unquestionably under- 
lies the controversy over the use of Pitocin. 
If the conditions for Pitocin induction are 
fulfilled, the patient is about ready to go 
into labor, so that little is pained in this 
respect. Any convenience associated with 
the procedure is for the mother and for the 
physician. It is doubtful that any mother 
would willingly undergo a procedure that 
carried even the slightest unnecessary risk 
for the baby or herself. The convenience, 
therefore, is really for the physician. Any 
complications which might result from such 
an induction are the result of an overt act 
on the part of the attending physician. Al- 
though the literature contains many glow- 
ing reports of the safety of elective Pitocin 
inductions, the Committee and its individ- 
ual members are aware of many accidents 
associated with this practice which have 
never been reported. In fact there is one 
report of more than a thousand elective 
inductions in which it is stated that no 
complications occurred. Members of that 
hospital staff, however, have confided that 
there have been several accidents. It is 
interesting that the reports favoring the 
use of elective Pitocin induction invariably 
qualify their approval by stating that the 
physician handling the case must be ade- 
quately trained to perform these inductions. 
It seems illogical that a procedure requir- 
ing such highly specialized ability should 
be used routinely for any purpose. The 


fundamental problem is to decide who is 
adequately trained in the use of Pitocin, 
and who, therefore, should be permiited to 
use it and under what ground rules. There 
are perfectly adequate obstetric indications 


NORTH CAROLINA MEDICAL JOURNAL 


= 


May, 1957 


for the use of Pitocin induction and these 
indications justify the risks the physician 
assumes when he uses it. The use of Pitocin 
on elective grounds does not have the same 
justification. 


Group Four 

In the fourth group are included certain 
conditions for which Pitocin induction has 
been recommended. It was the consensus 
of the Committee, however, that these com- 
plications rarely, if ever, indicate its use. 
1. Therapeutic abortion 

2. Premature induction of labor because 

of cephalopelvic disproportion 
3. Rh sensitivity 
4. Postmaturity 


Therapeutic abortion 

The indications for therapeutic abortion 
are now very limited. Pitocin, with or 
without antecedent administration of esitro- 
gen, is a very unsatisfactory method of in- 
terrupting early pregnancy. If therapeutic 
abortion is justified, it should be done by 
dilatation and curettage or, in the later 
stages of pregnancy, by hysterotomy. 


Premature induction of labor for 

cephalopelvic disproportion 

Premature induction of labor for cephalo- 
pelvic disproportion is a British practice 
and is not used in this country as far as 
the Committee was able to learn. Cesarean 
section certainly is the only method of 
management in this situation. 


Rh sensitivity 

Interruption of pregnancy for Kh sensi- 
tivity was discontinued some years ago be- 
cause of the high mortality associated with 
prematurity plus erythroblastosis. Recently, 
however, reports of interruption of the 
pregnancy for Rh sensitivity have reap- 
peared in the literature. This procedure 
should be considered experimental and re- 
stricted to only the very unusual cases in 
which the mother has had repeated fetal 
losses. 


Postmaturity 

The fetal risk associated with prolonged 
pregnancy has been emphasized in recent 
years. The frequency of true prolonged 
pregnancy is not known. The “postmaturity 
syndrome” is a condition in which the find- 
ings suggest placental insufficiency, which 
is a better term. It does occur more com- 
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monly in prolonged pregnancy. The fetal 
mortality associated with pregnancies pro- 
longed beyond 42 weeks rises rapidly. In 
England and the Scandinavian countries 
obstetricians interrupt pregnancy after 42 
weeks. In this country the date of the last 
menstrual period as a guide to the length of 
pregnancy is considered wholly unreliable. 
The most reliable evidence not of term but 
of impending labor is engagement of the 
presenting part, cervical effacement, and 
partial dilatation of the cervix. In the ab- 
sence of these findings induction for the 
“overdue” patient is contraindicated. 


Summary 
The indications for posterior pituitary 
extract (Pitocin) in pregnancy have been 
divided for discussion into four groups, 
ranging from conditions for which the prep- 
aration is clearly indicated and in which 
its use is relatively safe to those for which 
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it is considered rarely, if ever, justified. 

Unwise use of the hormone on an elective 
basis or for convenience is strongly con- 
demned. 
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Calcification of Intervertebral Discs in Children 


Report of a Case 
MILTON B. MANN, M.D. 


DURHAM 


Calcification of intervertebral discs gen- 
erally has been considered a degenerative 
process, of no clinical significance, in adults. 
Rarely, cases of radiographically demon- 
strable calcification of the discs associated 
with local clinical signs and symptoms in 
children have been reported. The following 
case is the twenty-first to be reported in 
the English language literature. 


Case Report 


A 9 year old Negro boy was admitted 
March 17, 1955, to the North Carolina 
Memorial Hospital with a three week’s his- 
tory of pain and stiffness in the neck. Two 
weeks previously he had noted pain in the 
right shoulder. One week later the pain 
and stiffness gradually subsided. Because 
of these symptoms and abnormal findings 
in roentgenograms of the cervical portion 
of the spine obtained 12 days earlier, he 
was referred to the hospital. 

The physical examination revealed a well 
developed, well nourished boy in no acute 
distress. The temperature was 99 F, the 
pulse 76, respiration 20, and blood pressure 


100 systolic, 65 diastolic. The right should- 
er was held higher than the left, with the 
head tilted slightly to the right. There was 
fairly good range of motion of the neck 
with the exception of extension, which pro- 
duced sudden pain over the anterior por- 
tion of the right shoulder. Lumbar lordosis 
was prominent. Submandibular nodes were 
slightly enlarged symmetrically. The lungs 
were clear. A Grade I systolic murmur was 
heard over the precordium. Slight weakness 
of the deltoid and right biceps and triceps 
was demonstrated. No sensory deficit was 
apparent, and deep tendon reflexes were 
equal. The physiotherapists observed def- 
inite weakness of the entire right shoulder 
and arm, especially in the deltoid and latis- 
simus dorsi muscles. 


Accessory clinical findings: The hemo- 
globin was 10.8 Gm., hematocrit 44 volumes 
per 100 cc., white cell count 7,900, with 58 
per cent polymorphonuclears, 3 per cent 
eosinophils, 45 per cent lymphocytes, 4 per 
cent monocytes. Sickle cell preparation was 
negative. The urine was clear, pH acid, spe- 
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cific gravity 1.015 to 1.028. A skin test for 
blastomycin in a 1:1000 dilution showed 
0.5 em. induration at 24 and 48 hours; how- 
ever, reaction to a 1:100 dilution was nega- 
tive at 24 and 48 hours. A test for coccidio- 
idin was negative. C-reactive protein was 
also negative. Spinal fluid examination re- 
vealed a clear fluid, normal pressure, and 
14 lymphocytes per cubic millimeter. The 
Pandy test and serologic test for syphilis 
were negative. The colloidal gold curve was 
normal. 

Stools were negative for ova and para- 
sites. Nasopharyngeal and throat cultures 
grew hemolytic Staphylococcus aureus, 
Neisseria species, and Hemophilus hemoly- 
ticus. The blood urea nitrogen was 14 mg. 
per 100 cc., total proteins 7.2 Gm. per 100 
ec., albumin 4.2, calcium 11.8 mg., potas- 
sium 6.1 mg., total cholesterol 182 mg., bili- 
rubin 0.56 mg. The alkaline phosphatase 
was 7 Bodansky units and the uric acid 2.6 
mg. per 100 cc. 

A roentgenogram of the chest and fluo- 
roscopic examination of the heart showed 
no abnormalities. Roentgenograms of the 
cervical and lumbar spine showed calcifica- 
tion between the fourth and fifth cervical 
vertebrae and the fifth lumbar and first 
sacral vertebrae. 

An orthopedic consultant concurred with 
the diagnosis of calcified intervertebral 
disc syndrome of childhood. 

On April 24, 1955, the child was free of 
symptoms and only mild residual weakness 
of the right upper extremity remained. On 
October 18, 1955, he was still asymptomatic 
and had no residual weakness. Cervical 
and lumbar films at this time showed that 
the calcification previously seen in the C, ; 
interspace was no longer present. Antero- 
posterior and lateral views of the lumbar 
spine again showed the amorphous calci- 
fic deposit at the fifth lumbar and first sac- 
ral interspace which was unchanged in 
size from the examination seven months 
before. In the lateral view there was a 
shadow of increased density in the fourth 
and fifth lumbar interspace, which may 
have represented calcification in that re- 
gion. 

Comment 


An intervertebral disc consists of three 
integral parts: The nucleus pulposus, the 
annulus fibrosus, and the cartilaginous 
plates. The nucleus pulposus is a gelatinous 
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structure containing a network of fibers 
and remnants of the notochord. It occupies 
an eccentric position in the middle of the 
disc, being localized more anteriorly in the 
cervical and lumbar spine and more post- 
eriorly in the thoracic spine. It is enclosed 
above and below by the cartilage plates 
bordering the adjacent vertebral bodies. 
The annulus fibrosus surrounds the nucleus 
pulposus like a capsule and is differentiated 
from it by its more abundant and much 
coarser fibers. It apparently provides 
strength and shape to the nucleus pulposus, 
which, on account of its resiliency, may act 
as a shock absorber'’). 

Calcification can occur in the nucleus pul- 
posus, the annulus fibrosus, or both. It also 
occurs in the cartilaginous plates, but this 
type has not been observed in children. 
Calcification in the annulus fibrosus is much 
more common than in the nucleus pulposus; 
however, it is now generally accepted that 
calcification in the annulus fibrosus prob- 
ably represents a degenerative change and 
is of little or no clinical significance except 
in the instance of ochronosis. Calcification 
of the nucleus pulposus, however, is held 
by many to represent a different condition 
which occurs in childhood, is associated 
with clinical symptoms, and is of a tran- 
sient nature. It has been suggested that 
nuclear calcification is traumatic in origin. 
Others have supported the theory of an in- 
fectious origin and think that some cases 
may be the result of metastatic infectious 
disease. Generalized metabolic disease has 
also been suggested‘?). 

In 16 of the 21 cases local symptoms oc- 
curred at the site of the calcification. The 
other 5 cases were diagnosed on the basis 
of incidental findings noticed during the 
examination of patients with seemingly un- 
related illnesses. No definite relationship 
can be made in these latter cases since no 
spinal roentgenograms in children have 
been evaluated as a control. 


Etiologic factors 

Generalized metabolic disease, particu- 
larly alkaptonuric ochronosis, can produce 
generalized calcification of the interverte- 
bral discs, but would not be expected to 
cause isolated calcification of the type pres- 
ent in these patients. In addition, the 
clinical manifestations usually appear in 
the fourth and fifth decades’. 

Sandstrém attempted to divide calcifica- 


Mo 
AL 
Ags 
Le 


May, 1957 INTERVERTEBRAL 
tions of soft tissues into two groups on the 
basis of their permanence or imperma- 
nence. Permanent calcifications are known 
to occur in various cartilaginous tissues, 
including the cartilaginous plates of the 
intervertebral discs and the fibrocartilage 
of the annulus fibrosus, as well as in other 
body tissues—for example costal cartilages, 
larynx, trachea, blood vessels, lungs, lymph 
nodes, and in calcifying disorders of con- 
nective tissue. Impermanent calcifications, 
apart from those induced by toxic doses of 
vitamin D, were ascribed to an inflamma- 
tory reaction originally named peritendini- 
tis calearea. This disease is characterized 
by local inflammatory reaction and calci- 
fication in connective tissue around tendons 
and joints and in adjacent muscles, accom- 
panied by local pain and occasionally con- 
stitutional symptoms. Attention is then 
called to the morphologic resemblance be- 
tween the structure of the nucleus pulposus 
and the tissue surrounding tendons‘**’. 


As mentioned previously, therefore, the 
reversible calcification in children is quite 
different from the irreversible calcification 
of the peripheral parts of the spine in 
adults. It is possible that the variations in 
vascularization of the discs in childhood and 
in adult life may account for these differ- 
ences. It is well known that up to the age 
of 10 or occasionally even 20 there is a pro- 
fuse blood supply to the the intervertebral 
disk through numerous vascular channels 
which are embedded in and perforate the 
cartilaginous plates. These vessels originate 
in the spongiosa of the vertebral bodies and 
are later obliterated by fibrous changes and 
cartilaginous invasion in adolescence and 
early adulthood". 


From these facts two interplaying fac- 
tors, either singly or together, could account 
for this transient calcification phenomena. 
Trauma to the highly vascularized dise in 
childhood may result in hemorrhage and 
hematoma formation and subsequent cal- 
cification. The rich blood supply would 
probably predispose then to the eventual 
clearing of the calcification’®’. In addition, 


DISCS 


IN CHILDREN — MANN 197 
because of this rich vascular supply, calci- 
fication may be the result of a metastatic 
infectious process involving the discs. Sup- 
porting this theory is the observation that 
in some of the cases signs of infection such 
as fever, leukocytosis, pain, and increased 
sedimentation rate were noted. Attention 
is then called to the fact that since the 
discs are connected with the general circu- 
lation, they are open to invasion by any 
disease which may be spread by the blood 
stream"). Therefore, although the evidence 
is far from being conclusive the best ex- 
planation for this type of calcification being 
found in children and not in adults is prob- 
ably related to the rich blood supply to the 
disc found in children. 


Summary 


Another case of calcification of the in- 
tervertebral discs in childhood is reported. 
Of the total of 21 cases found in the Eng- 
lish language literature, 16 showed local 
signs and symptoms of a disease process 
referab'e to the area of roentgen involve- 
ment. Although no conclusive evidence can 
be given as to the etiology of this syndrome, 
the pessibility of its relation to the rich 
blood supply of the nucleus pulposus in 
childhood and its abscence in adulthood is 
discussed. 


The author is grateful to the Departments of 
Medicine and Pediatrics of the University of North 
Carolina Medical School for their help in the prep- 
aration of this report. 
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Postoperative Care Following Surgery 
of the Biliary Tract 


THEODORE S. RAIFORD, M.D. 
ASHEVILLE 


Proper management of the patient fol- 
lowing a surgical procedure may spell the 
difference between a smooth and satisfac- 
tory convalescence and a course beset by 
complications, discomfort, and frustrating 
problems. This paper presents accepted 
principles of management which in my ex- 
perience have proved expedient in the care 
of patients following abdominal operations 
in general and operations on the biliary 
tract in particular. 

Postoperative care begins the moment 
the patient leaves the operating table. This 
is the critical period when complications 
can be invited or averted. Before the pa- 
tient regains consciousness, the surgeon, 
the anesthetist, and especially the recovery 
room nurse, should be constantly alert to 
any changes in his condition, even the most 
minor. Frequent observation of vital signs 
is a must. Dressings should be inspected 
frequently for any evidence of hemorrhage 
or excessive drainage. The respiratory pas- 
sages should be kept free of accumulated 
secretions, and if signs of anoxia develop, 
oxygen should be administered promptly. 

Postoperative orders should be explicit 
and comprehensive, and it is the surgeon’s 
duty to see that they are carried out cor- 
rectly. 

Alleviation of Symptoms 
Pain 

The alleviation of pain—the most dom- 
inant symptom in the immediate postopera- 
tive period—can greatly simplify convales- 
cence. Injection of the fascia and perito- 
neum with procaine has been advocated, but 
aside from producing some relaxation and 
facilitating closure, this measure in my ex- 
perience, has little lasting effect. Of the 
many available narcotics, Demerol is perhaps 
the most satisfactory in that it exerts less 
spasmodic action upon smooth muscle. Its 
effect can be augmented and the dosage re- 
quirements decreased by the use of chlor- 
promazine. One should be aware of individ- 
ual idiosyncrasies to any of the narcotics, 


Read before the North Carolina Surgical Association, Hot 
Springs, Virginia, March 22, 1957. 


however, and _ troublesome postoperative 
nausea may be averted by changing the 
medication. 

While some argue that constriction of the 
lower part of the chest impairs adequate 
respiratory exchange, I have found that a 
properly applied Scultetus binder not only 
gives the patient a sense of security and 
relieves tension on the wound, but actually 
aids respiratory exchange by permitting 
deeper breathing and coughing without 
undue discomfort. 


Nausea and vomiting 

Nausea and vomiting are normal sequelae 
in the majority of upper abdominal opera- 
tions. While these symptoms are not in 
themselves serious, they can be alleviated 
in large part by the proper administration 
of anti-emetic drugs. Dramamine, given 
orally or parenterally, has found favor with 
many. It can be given intravenously along 
with fluids or hypodermically with the pre- 
operative medication. Chlorpromazine is 
even more effective, and when given before 
anesthesia makes the latter more effective 
and prevents most of the immediate post- 
operative nausea. Chlorpromazine can then 
be given after operation should nausea re- 
cur. If vomiting due to obstruction, ileus or 
gastric dilatation occurs, gastric suction 
is indicated, until such time as normal 
peristalsis returns. 
Distension 

Abdominal distension, always a distress- 
ing symptom, can follow any type of 
operation or anesthesia, but seems to be 
especially frequent following operations on 
the biliary tract; it is usually due to 
diminished peristaltic activity. Stigmonene, 
in a concentration of 1:500, or surgical 
Pituitrin given during or even before sur- 
gery and at intervals of four to six hours 
after surgery is the most effective means 
of restoring peristalsis. Frequent changes 
in position and early ambulation, saline 
enemas, and the use of a rectal tube will 
also help in deflating the distended bowel. 
If distension is present to any marked 
degree it may be necessary to insert a Levin 
or Miller-Abbot tube to aid in deflation. 
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Another way to help your patients 
—and yourself 


Bue SHIELD" is the community’s best answer—and 
the medical profession’s own answer—to the 

problem of providing medical care protection to the 
whole community. 


Blue Shield provides fee-for-service protection. It 
preserves the patient’s independent choice of doctor. And 
it preserves your independence in practice. 


Only Blue Shield—because of its non-profit organization 
—has this basic purpose: 


... to provide maximum service to the patient, with 
adequate compensation to the doctor. 


You are serving your patients in another way when 
you recommend Blue Shield. 


A new survey tells us the one reason, more than any 
other, for which people select Blue Shield—it’s the plan 
their doctor recommends. 


You can help Blue Shield by keeping booklets 

and inquiry cards in your waiting room. 

Write for a supply to: Physician Relations Dept., 
Hospital Saving Association, Chapel Hill, North Carolina. 
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tomorrow's sulfa 


SULFAMETHOXYPYRIDAZING LEDERLE 


an entirely new, readily soluble, 
single sulfonamide exhibiting 
excellent antibacterial action 


at radically reduced dosage 


KYNEX SETS ANEW STANDARD FOR SULFA THERAPY 
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LOW DOSAGE: a total! maintenance dose of only 2 tablets 
daily. 


SOLUBILITY: prompt absorption, ready diffusion into body 
fluid and tissue. 


PROLONGED ACTION: therapeutic blood levels within 
the hour, blood concentration peaks within 2 hours—5-10 mg. 
per cent blood levels persist 24 hours after a single oral dose 
of 1 Gm. 


BROAD-RANGE EFFECTIVENESS: Kynex is particularly 
efficient in urinary tract infections due to sulfonamide-sen- 
sitive organisms, including E. coli, Aerobacter aerogenes, 
paracolon bacilli, streptococci, staphylococci, Gram-negative 
rods, diphtheroides and Gram-positive cocci. 


@REG. U.S. PAT. OFF 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Ledterte } 


SAFETY: KyNex offers a margin of clinical safety based on 
low required dosage, solubility, slow excretion rate. Although 
KYNEX Sulfamethoxypyridazine is a sulfonamide derivative 
and the usual precautions regarding such drugs should be 
observed, the low daily dose of 1.0 Gm. is all that is required 
for therapeutic blood levels. No increase in dosage is recom- 
mended. 


CONVENIENCE: The low adult dose of 1 Gm. (2 tablets) per 
day offers optimal convenience and acceptance to patients. 
TABLETS: Each contains 0.5 Gm. (7 grains) sulfamethoxy- 
pyridazine. Bottles of 24 and 100. 


SYRUP: Each teaspoonful (5 cc.) contains 250 mg. sulfa- 
methoxypyridazine. Bottle of 4 fl. oz. 
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TQ MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 
As close as your phone... 


TELEPHONE COLLECT 
5-5341 - DURHAM 


If you have any problems in 
connection with disability in- 


surance we invite you to call 


this office—collect. We'll do 


Pp our best to help you — and 
there’s no obligation on your 


part. 


. Below Is The Accident and Health Plan 
WY Established By The State Society For Its 
Members In 1940. Over $700,000.00 In Dis. 
ability Benefits Have Been Paid To Members 
of The Society Since The Plan Was Estab- 
lished. 


PLANS AVAILABLE 


Accidental Dismemberment Accidental and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 
$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.00 
5,000.00 15,000.00 75.00 weekly 131.00 66.00 
5,000.00 20,000.00 100.00 weekly 172.00 86.50 


($433.00 per month) 


Members under age 60 and in good health may apply for $10.00 per day extra 
for hospitalization at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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Adjunctive Therapy 
Position and ambulation 

A semi-Fowler’s position not only is more 
comfortable to the patient when the effects 
of the anesthesia are over and the blood 
pressure is stabilized, but it helps prevent 
the collection of bile, blood or serum beneath 
the diaphragm. Frequent changes in posi- 
tion and deep breathing are effective in 
preventing pulmonary congestion, and 
coughing will aid in expelling bronchial 
secretions. Leg exercises help to prevent 
venous stasis and possible phlebitis. Care 
should be taken to avoid more than momen- 
tary angulation of the joints of the lower 
extremities. 

The value of early ambulation in pro- 
moting convalescence is an established fact. 
I personally favor letting the patient swing 
his legs from the side of the bed as soon as 
he is well over the anesthesia. From this 
he can rapidly advance to sitting up for 
short periods, and then to standing and 
walking. Under this regimen all body func- 
tions appear to return to normal earlier. 


Antibiotics 

Uncomplicated biliary tract surgery rarely 
requires antibiotics, unless the surgeon has 
reason to fear postoperative infection. In 
such cases any of the routine antibiotics 
such as peniciilin, tetracycline and Chlor- 
omycetin will suffice as a prophylactic. If 
acute suppurative disease is present, how- 
ever, sensitivity tests should be used to 
determine the indicated antibiotic agent. 


Parenteral fluids 

The postoperative administration of in- 
travenous fluids is necessary in order (1) to 
maintain water balance; (2) to increase 
liver function; (3) to minimize renal im- 
pairment, (usually associated with jaun- 
dice); (4) to compensate for loss of bile 
(in the presence of common duct drainage 
or fistula) which may vary from 300 to 
1,000 ec. in 24 hours; (5) to compensate 
for loss by vomitus or gastric drainage. 

A solution of 10 per cent glucose or invert 
sugar either in water or normal saline is the 
fluid of choice, although unless large quan- 
tities of the sodium ion has been lost, water 
is preferable for the first liter at least. A 
good method is to administer 1 liter of 10 
per cent glucose in water containing any 
supportive drugs indicated, such as intra- 
venous antibiotics or vitamins, to be fol- 
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lowed by 1 liter in normal saline, adding 
20 to 40 milliequivalents of potassium 
chloride if there is reason to believe that 
a state of hypokalemia exists or is impend- 
ing. If preferred, Darrow’s solution can be 
substituted for the second liter. Plasma or 
whole blood are used where indicated by 
anemia or hypoproteinemia. 

The daily requirement can be easily cal- 
culated by assuming that the average adult 
needs 2,000 cc. of fluids per day. From this 
amount any fluid the patient may be able 
to retain by mouth should be subtracted, 
and any loss by drainage, suction or vomit- 
ing should be added. 


Kidney function 

Inasmuch as renal function is frequently 
impaired in the presence of jaundice, close 
observation and maintainence of function 
must be carried out. Accurate measurements 
of intake and output should be made. An 
output of 1,500 cc. with a specific gravity 
of 1.015 is generally regarded as satisfac- 
tory, although as a result of stress mechan- 
ism this may be reduced during the first 
24 hours. Early voluntary voiding can be 
promoted by the use of Stigmonene, (1-500) 
and, in males, by allowing the patient to 
stand while attempting to void, thereby 
eliminating the uncomfortable necessity of 
postoperative catheterization. When cathe- 
terization is necessary, however, I believe 
that catheterization at 8 to 12 hour inter- 
vals is preferable and less conducive to 
infection than is an indwelling catheter. 
Diet 

After surgery the diet should be restored 
to normal as soon as nausea has ceased, It 
is our custom to start the patient on clear 
liquids as soon as he recovers from anes- 
thesia, progressing to soft or regular diet 
as soon as he is able to retain it. Carbohy- 
drates should be given in abundance and 
bile salts should be replaced, especially 
where there has been pronounced loss of 
bile by drainage. This can be done by re- 
feeding the patient’s own bile drainage 
through a Levin tube (the so called “bile 
cocktail”), by lyophilized ox bile, or what 
is probably simpler, the administration of 
enteric coated bile salts. The diet should be 
low in fats in view of the probable dimin- 
ished bile flow. 


Care of wound 


Dressings are a matter of individual 
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preference. I personally prefer a_ plastic 
covered Telfa dressing next to the wound, 
as its porous texture permits absorption of 
serum, it does not adhere to the raw edges 
of the incision, and the cotton portion can 
be removed, leaving the transparent plastic 
sheet in place as a protection against con- 
tamination while permitting inspection of 
the wound. Adequate absorbent pads are 
used where drainage is present, and, if 
profuse, require frequent changing, Mont- 
gomery straps prevent excoriation and 
irritation of the skin by frequent re-appli- 
cation. 


If drainage contains excoriating secre- 
tions such as duodenal contents and 
pancreatic juice, protecting the adjacent 
skin assumes vital importance. This can be 
done by the careful application of Telfa 
pads coated with Hydrosal (aluminum 


hydroxide in a lanolin base), and by contin- 
uous suction with a Stedman pump through 
a small catheter, so fixed as to carry the 
secretions away from the abdominal wall. 


Drains placed as a prophylactic measure 
should be loosened in two or three days, 
gradually shortened, and completely 


re- 
moved after six or seven days, unless a 
fistula develops or the drainage is profuse 
for other reasons. In this event, the drains 
should be left in place until the amount of 
flow has definitely diminished. Skin sutures 
may be removed from six to eight days 
after operation, but stay sutures, if used, 
should remain two or three days longer. 


Special Considerations 

Hypoprothrombinemia 

One of the most insidious complications 
following surgery for certain types of bil- 
iary tract disease derives from hypopro- 
thrombinemia. Usually occurring in the 
presence of jaundice, it is due to lack of 
Vitamin K and bile salts. When prothrombin 
activity is less than 35 per cent, the patient 
is subject to hemorrhagic diathesis. When 
activity is less than 20 per cent, spontaneous 
hemorrhage may occur, frequently with 
disastrous results and no forewarning. 
Prevention of this phenomenon entails 
determination of the prothrombin level be- 
fore, during, and after surgery. Any 
deviation from normal can be guarded 
against or corrected by the administration 
of blood plasma and Vitamin K and bile 
salts. Mephyten is extremely helpful if 
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rapid restoration of prothrombin time is 
necessary. 


Drainage of biliary tree 

When the biliary tree is not opened, no 
special precautions need be observed 
other than providing escape for any bile 
leakage. Whenever the common duct is 
opened it is customary to provide a safety 
valve by means of a T tube placed in the 
duct. Its management following operation 
depends in great part on the condition of 
the duct. In the absence of distension and 
without constriction of the ampulla neces- 
sitating dilatation, a short arm T tube is 
used. Since it functions solely as a safety 
valve and in no way prevents the flow of 
bile through the common duct, it can be 
clamped off safely after 24 to 48 hours and 
opened only if increased biliary drainage 
suggests leakage or pain indicates duct ob- 
struction. By the seventh or eighth day a 
sinus tract sufficient to permit removal of 
the tube has probably developed. 

When the duct has been distended, stones 
have been removed, the ampulla has been 
dilated, or edema is present, the T tube 
requires more attention. When the ampulla 
has been dilated forcibly, a long arm T 
tube will no doubt have been placed through 
it to prevent constriction by scarring. In 
this event, the tube should be connected to 
bottle drainage for six to eight days, after 
which it may be clamped off for increasing 
periods of time. It should be kept in place 
until healing has occurred and edema has 
completely subsided, usually two to three 
months. When the common duct has been 
found to be distended, it should be decom- 
pressed gradually to prevent hyperemia of 
the liver. This can be accomplished simply 
by placing the drainage bottle at body level 
and gradually lowering it, or by the use of 
a glass Y tube inserted as a trap in the 
drainage tube, attached to a bedside stand- 
ard and gradually lowered each day. Be- 
fore removing the T tube in any event it is 
well to insure patency of the biliary tree 
by a cholangiogram, especially if stones 
were found in the common duct. The use 
of a catheter in lieu of the conventional T 
tube has been advocated, but is mentioned 
only to be condemned. In the only case in 
which I have seen it used, the tube did not 
pass into the duodenum after its release 
and a second operation was necessary for 
its removal. 
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When cholecystostomy is performed with 
tube drainage, the tube should be left open 
until any edema and inflammation has sub- 
sided, usually a matter of eight to ten days. 
It can then be safely clamped off at inter- 
vals, providing there is evidence of patency 
of the cystic and common ducts, and re- 
moved in eight to ten days after the chol- 
angiogram has confirmed patency of the 
biliary tree. If this cannot be demonstrated, 
the tube should be left in place at least 
until a sinus tract is well formed, or pre- 
ferably until a second, definitive operation 
is performed. The same principles are fol- 


lowed if a_ gallbladder stump has of 
necessity been left and drained. 
Complications 
Hemorrhage 
Hemorrhage is the earliest and most 


alarming complication. It may arise as a 
result of oozing from fresh or raw surfaces. 
especially if the gallbladder bed is injured 
during removal, and may reach alarming 
proportions if jaundice is present. Bleeding 
from the cystic artery or anomalous ves- 
sels is apt to be more rapid and massive, 
and may produce early shock with epigas- 
tric pain simulating a coronary attack. 
Treatment includes blood replacement, Vi- 
tamin K or Adrenosem if the hemorhage is 
thought due to oozing, or immediate sur- 
gical intervention if the bleeding is mas- 
sive. 

Bile peritonitis, while developing less 
rapidly, is no less serious. It may be the 
result of a slipped ligature on the cystic 
duct, leakage of bile from the liver bed, 
inadvertent division of an accessory bile 
duct, or leakage around the T tube. Physi- 
cal signs are usually jaundice, hiccoughs, 
distension, exquisite direct and rebound 
tenderness, fever, spreading pain, profuse 
bile drainage, and profound shock. Treat- 
ment must be prompt and drastic. Fluid 
replacement, plasma, transfusions followed 
by exploration, evacuation of bile with 
copious peritoneal lavage, and _ establish- 
ment of adequate drainage, preferably by a 
sump drain, are indicated. Vigorous sup- 
portive measures should follow. 

Biliary fistula usually follows leakage 
from the gall bladder bed or around the T 
tube. Symptoms are not especially alarming 
and maintainence of adequate drainage 
suffices, inasmuch as the fistula usually 
closes spontaneously. 
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Postoperative sepsis is not a frequent 
infectious dis- 
ease is encountered. There may be con- 
tamination of the wound, in which case 
drainage and antibiotics are indicated. If 
common duct infection is encountered, sup- 
purative cholangitis may complicate the 
postoperative course. This condition is 
characterized by chills and fever, a spiking 
temperature, tenderness over the liver, and 
associated jaundice. Treatment consists of 
supportive measures and proper antibiotics 
as indicated by sensitivity tests. 

Persistent biliary fistula is the result of 
the factors named in the preceding section 
plus obstruction of the common duct. This 
is due most often to a residual stone in the 
ampulla, stricture of the common duct, or, 
less frequently, neoplastic disease compres- 
sing the ampulla. Treatment consists of 
re-exploration and the proper reconstruc- 
tive procedure or palliative shunt. 

Cholangitis as a late complication usualy 
follows closure of a biliary fistula in the 
presence of obstruction. It is characterized 
by spiking temperature and tenderness over 
the liver associated with jaundice. Treat- 
ment is directed toward re-exploration, re- 
establishment of drainage, and removal of 
the source of obstruction. 

The post-cholecystectomy syndrome, char- 
acterized by continuation of the symptom 
complex similar to that attributed to the 
gallbladder disease prior to operation, is 
a moot subject. The confusion as to its 
nature is amply attested to by the numerous 
causes to which it has been ascribed. Res- 
idual stone in the common duct, a long 
cystic duct stump, stone in cystic duct, 
remainder of double gallbladder, neuroma 
in the region of the cystic duct, violations 
of dietary limitations, and many other 
etiologic possibilities have been mentioned. 
Relief of the symptom complex is just as 
difficult. Suffice to say that if all func- 
tional aspects of the problem can_ be 
eliminated, re-exploration may be justified 
in an attempt to correct any abnormal con- 
dition which may exist. The prognosis 
however, is uniformly poor. 

Pancreatitis following surgery on _ the 
biliary tract is due presumably to regurgi- 
tation of bile into the pancreatic duct. It 
is characterized by mid-epigastric pain, 
usually radiating to the back, and may be 
accompanied by fever and elevated serum 
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amylase, especially if the episode is acute. 


The condition may be chronic, recurrent or’ 


acute, and may occur only after removal 
of the T tube. Treatment is conservative in 
the acute attack; ampullotomy is indicated 
if the condition becomes chronic or recur- 
rent. 


Stricture of the common duct: Although 
a small percentage of common duct stric- 
tures may be due to inflammatory or neo- 
plastic disease, or an idiopathic cause, the 
vast majority are traumatic in origin and 
constitute one of the most distressing com- 
plications following surgery of the biliary 
tract, especially cholecystectomy. Whatever 
the extenuating factors may be, whether 
masking of the anatomy by inflammatory 
edema and adhesions or anatomic abnor- 
malities, traumatic stricture is usually the 
result of failure to recognize and metic- 
ulously avoid the duct during the removal 
of the gallbladder. The most common symp- 
toms are jaundice, acholic stools, biliuria, 
itching, debilitation, or persistent biliary 
fistula. Treatment consists of re-explora- 
tion and reconstruction of the common 
duct, internal drainage by choledochojejun- 
ostomy, or permanent external drainage. 


NORTH CAROLINA MEDICAL JOURNAL 


May, 1957 


Prognosis is guarded, for even in the most 
experienced hands complete recovery is all 
too rare. 

Summary 

Proper management of the patient un- 
dergoing surgery in the postoperative per- 
iod has been outlined. Postoperative care is 
divided roughly into three phases. 

Symptomatic management is directed 
toward alleviating the primary symptoms 
of pain, nausea and vomiting, and disten- 
sion. 

Adjunctive therapy includes attention to 
position, ambulation, antibiotics, parenteral 
fluids, renal function, diet, care of the 
wound, attention to the prothrombin level, 
and drainage of the biliary tree. 

Complications to be avoided are hemor- 
rhage, bile peritonitis, biliary fistula, post- 
operative sepsis, cholangitis, post-cholecys- 
tectomy syndrome, pancreatitis, and _ stric- 
ture of the common duct. 

Proper care during the postoperative 
period is equally as important as the pre- 
operative and operative phases of surgical 
management, for without it the most sat- 
isfactory operative procedure may go for 
naught. 


Management of Imperforate Anus 
LOUIS SHAFFNER, M.D. 
WINSTON-SALEM 


The management of imperforate anus is 
a twofold problem. There is the immediate 
need to relieve intestinal obstruction by 
surgery. Equally important, however, is a 
choice of procedure which will ultimately 
allow the individual to have normal bowel! 
function and control. This second consider- 
ation is often overlooked in the urgency to 
establish some type of bowel opening as 
soon as possible. Judging from our re- 
ferrals, there apparently still is a great 
temptation to do a minor “stab” incision in 
the perineum or a colostomy as soon as the 
diagnosis is apparent. 


The inadequacy of either procedure will 
become apparent after two or three weeks 
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in one or two ways. Either the “stab” 
wound will begin to form a stricture, caus- 
ing another partial obstruction, or in cases 
of rectourinary fistulas, chronic urinary 
infection develops even in the presence of 
a colostomy. After these complications have 
developed, surgical attempts at secondary 
repair are much more difficult and the re- 
sults in most cases far from satisfactory. 
The most distressing case which has 
come to our attention was that of a boy 
first seen at the age of 6 years. He had 
spent his whole life in a hospital, having 
had five perineal and six abdominal opera- 
tions in an attempt to relieve an imper- 
forate anus with a _ rectourethral fistula. 
He still had a fistula into the urethra, num- 
erous rectal fistulas, a bladder stone, and a 
poorly functioning colostomy. During the 
next seven years two additional abdominal 
and four perineal procedures were at- 
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Table 1 
Classification of Imperforate Anus 
(41 cases) 
Type No. Per Cent 
Stenotic (type 1) 5 12 
Membranous (type 2) 5 male 
(no fistula) j 15 
Imperforate (type 3) 71 
Male Fistula 
Rectourethral 
Rectoperineal 
Rectovesicle 
None 


Female Fistula 100% 


Rectovaginal 12 
Rectoperineal 1 
Rectovesicle 1 

Atretic (type 4) 2 


100 


tempted to cope with his problem, and he 
is still incontinent of urine and feces. 
Forty-one cases of stenotic or imper- 
forate anus seen at the North Carolina 
Baptist Hospital have been reviewed with 
regard to immediate and late results. Our 
results correspond closely with recent re- 
ports in the literature and re-emphasize the 
importance of adequate appraisal of the 
anomaly before any surgery is undertaken. 
Gross''' has classified the various cases 
according to four types, and comparable 
descriptive terms have been suggested by 
Kiesewetter'*’. In the stenotic group (type 
1) the anus is in the normal position, is 
patent but fibrotic, and may lead to some 
degree of impaction or obstruction. In the 
membranous group (type 2) there is 
merely a failure of the anal membrane to 
rupture. The most common is the imper- 
forate group (type 3), and here are found 
the associated fistulas into the urinary 
tract, perineum, or vagina. In the atretic 
group (type 4) the anal canal is normal, 
but the rectal pouch ends blindly at vary- 
ing distances above it. The incidence of 
each in our series is shown in table 1. 


Diagnosis 
Type 1 (stenotic) 

Cases of the stenotic type may not be 
diagnosed for several weeks or months un- 
less a rectal examination is done routinely 
soon after birth. Meconium is passed, but 
in time the baby is noted to strain mark- 
edly on defecation and the stools may be 
very small in calibre. A partial obstruction 
with vomiting and impaction may be the 
first sign. Two of our patients did not pre- 
sent symptoms until the second and third 
months of life. 
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With a complete obstruction the diag- 
nosis becomes evident within a day or two 
after birth, by distension and failure to 
pass meconium, and examination by in- 
spection or anal palpation will reveal either 
the absence of an opening or a blind anal 
pouch as in the atretic type. 

Type 2 (membranous) 

More careful inspection of the perineum 
will usually differentiate the membranous 
from the imperforate type. With a thin 
anal membrane not more than 2 or 3 mm. 
thick the perineum bulges and there is a 
characteristic bluish-black discoloration in- 
dicating the presence of backed-up mecon- 
ium. Associated fistulas are rare in this 
group, and none occurred in our series. 


Type 3 (imperforate) 

The imperforate group (type 3) is marked 
by the presence of an anal dimple or ridge 
and by the significant absence of bulging 
in the area. Puckering of the skin in the 
anal area upon stimulation may indicate 
sphincter and levator function, but the 
eliciting of this sign is not constant even 
with good muscle present. We have not 
found this sign of significance in treat- 
ment. 

The important feature of the imperforate 
group is the presence or absence of an as- 
sociated fistula. In the female the most com- 
mon sites are in the vaginal fourchette or 
in the lower vagina. Less common are the 
rectoperineal or rectovesicle fistulas, the 
latter being very rare and often associated 
with other severe anomalies. If the fistula 
is in the fourchette, it may function satis- 
factorily for a time and the anomaly be 
overlooked until impaction occurs. In our 
series all 14 patients had some type of fis- 
tula. 

In males the fistula may be rectourethral. 
in case meconium or meconium - stained 
urine is passed, or rectoperineal, the open- 
ing located usually in the mid-line near the 
base of the scrotum, and in one of our 
cases at the base of the penis, suggestive 
at first glance of a hypospadias. A _ recto- 
vesicle fistula will manifest itself by urine 
grossly contaminated with meconiur. The 
important point is to suspect some type of 
fistula in about three fourths (73 per cent) 
of the cases in males. It may take as long 
as 12 or 24 hours for meconium t) appear 
spontaneously through a tiny perineal or 
urethral fistula, but recogni ion of its pres- 
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ence is essential, since the extent of sur- 
gery needed is partially governed thereby. 
Potts, Riker, and DeBoer'*’ have empha- 
sized that this observation is as important 
as the determination of the distance be- 
tween the anal skin and the lower end of 
the rectal pouch. 


The determination of the distance be- 
tween the rectal pouch and the anal skin 
by the method of Wangensteen and Rice‘*’ 
is imperative in males. Briefly it consists 
of a roentgenogram made of the baby held 
in an inverted position, so that the air in 
the colon will outline the most distal por- 
tion of the rectal pouch in comparison with 
a lead marker or thermometer bulb held 
at the anal skin. If a fistula is present, air 
may outline it, opening into the bladder or 
the urethra. It may require 24 to 48 hours, 
however, for the colon to fill up with air 
sufficiently to outline the distal end, and 
even then the meconium may not be com- 
pletely replaced, so that the rectal pouch- 
skin distance may be overestimated. 
Rhodes'*) has made the valuable but little 
known suggestion that a better estimation 
of distance may be made if the child is 
placed on its side to overcome the effect of 
the thighs 


gravity on the heavy colon, 
then being forcibly flexed upon the abdo- 
men in order to compress and force the 


colonic gas into the pelvis. Rhoads and 
Koop'®’ have found this method helpful in 
outlining the anomaly at an earlier hour. 


If the rectal pouch is within 1.5 cm. or 
less of the anal skin, a satisfactory perineal 
dissection can usually be done. A distance 
greater than this, especially if associated 
with a rectourethral or rectovesicle fistula, 
indicates that an abdominoperineal ap- 
proach is necessary. Further roentgen stud- 
ies such as cystograms or injections of 
opaque material into perineal fistulas do 
not appear justified, since local examina- 
tion with probing of perineal fistulas and 
air contrast studies give all the informa- 
tion necessary. 

It should be emphasized that many of 
these infants have other congenital anom- 
alies, some of which are quite serious, and 
they may be multiple. Twenty-one, or 50 
per cent, of our patients presented anomal- 
ies. As in other series the most predomi- 
nant were those of the genitourinary tract 
(13 per cent), tracheo-esophageal fistula 
with or without atresia (13 per cent), and 
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congenital heart disease (11 per cent). Ap- 
proximately one fourth of all cases, there- 
fore, presented serious anomalies of either 
the heart, the esophagus, or both. Three of 
the 9 deaths in our series were directly 
attributable to these anomalies. 


Treatment and Results 


The technical details of the various pro- 
cedures have been excellently presented and 
illustrated in recent publications'':’“’ and 
need not be repeated here. Mention will be 
made, however, of indications for the var- 
ious operations and our use of them. 


A transverse colostomy may be all that 
is possible in a critically ill child with other 
severe anomalies, precarious prematurity, 
damage to the central nervous system, or 
neonatal asphyxia. We have had 2 such 
cases. Secondary colostomies have been 
used in complicated late cases to relieve 
severe impaction prior to an attempt at 
definitive therapy. 


In the stenotic group frequent anal dila- 
tations, at first with small dilators such as 
the Hegar, are usually successful. Such 
dilatations should be continued as often as 
necessary, every week at least until it is 
possible for the mother to insert her gloved 
index finger above the first joint. This may 
require two or three months. In 2 of our 5 
cases, because of the severity and unyield- 
ing nature of the stenosis, the situation 
was quickly managed by a simple procto- 
tomy in the posterior commissure, leaving 
the skin open for drainage but pulling the 
mucosa down to the mucocutaneous line. 
This gave immediate relief, and the mother 
was able to dilate the anus every day with- 
out significant discomfort on the part of 
the patient or apprehension on the part of 
the mother until healing was complete. 


In the membranous group experience has 
shown that just a “stab” incision will lead 
to a stricture which is difficult to dilate. 
The incision should be cruciate, with an 
opening large enough to admit the tip of 
the finger, and the mucosa should be pulled 
down to the skin in order to minimize 
scarring. There will be some scarring which 
does require dilatation; in our 6 cases re- 
sults have been good, but dilatations have 
been necessary up to a year following sur- 
gery. This procedure is relatively simple, 
and can be performed under local anesthe- 
sia without shock. Relief of the obstruction 


hand 
pee 


May, 1957 


is immediate, and the baby need not miss a 
feeding. 


The large group of imperforate cases, 
with or without fistula, presents the main 
problem as to the choice of procedure. The 
problem in the female differs somewhat 
from that in the male. 

In the female it is usually one of a peri- 
neal dissection, if either a rectovaginal or 
rectoperineal fistula is present. The main 
decision then is when to operate. In the 
presence of a fistula large enough to allow 
passage of feces and gas, some surgeons 
previously advised dilatation of the fistula 
until the child was 4 to 6 years of age in 
the hope that growth of the patient would 
make dissection easier. Such a long delay is 
not advisable. All 3 of our older patients, 
aged 4 to 8 years, with rectovaginal fistu- 
las had repeated bouts of impaction, re- 
quired repeated enemas, laxatives and 
painful dilatations, and lacked bowel con- 
trol. These children have been followed for 
one and a half to eight years, and in each 
case bowel control was eventually restored, 
but not before a long period of anal dilata- 
tions and re-education requiring close 
supervision by the mother and the doctor, 
with marked discomfort and annoyance to 
the patient. Even after control has been 
established, however, the patients still have 
difficulty in emptying their bowels com- 
pletely. They are victims of a functional 
megacolon with chronic constipation, re- 
quiring frequent laxatives and occasional 
enemas to prevent impaction, even though 
no stenosis is present. Our experience con- 
firms that of Potts, that the sooner a child’s 
anatomy is restored to normal, the better 
is his or her chance of developing normal 
function. 

Most authorities advocate early perineal 
dissection in the female with a low fistula. 
Rhoads and Koop'*’ and Browne‘‘' have 
advocated for the low vaginal fistula just a 
mid-line incision, making a cloaca-like open- 
ing and postponing definitive surgery for 
several months. Apparently in some cases no 
further operation is necessary. The perineal 
dissection usually employed requires ex- 
tensive mobilization of the fistulous tract 
and the lower portion of the rectum, espe- 
cially where it is attached to the posterior 
vaginal wall. The rectum is then pulled 
down through the perineum near the coccyx 
in the normal position. 
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This is a tedious procedure, and the main 
technical pitfall is failure to free the rec- 
tum enough to pull it down without ten- 
sion. If the bowel retracts, a stubborn 
stenosis is sure to result. Even without 
retraction, some stenosis may occur. Six 
of our 7 neonatal patients had (or needed 
to have when last seen) a minor secondary 
anoplasty within two months to relieve a 
stenosis unyielding to dilatations alone. 

Breakdown of the perineal body is also 
a danger, if the incision over the sphincter 
is made large enough to dissect the rectum 
adequately. Potts has found that a second 
transverse incision, as in a posterior col- 
porrhaphy, makes the dissection easier and 
healing more certain. 

High vaginal or vesicle fistulas in the 
female require an abdominoperineal dis- 
section as in the male. 

In the male a low rectal pouch with a 
perineal fistula may be approached from 
below, care being taken to identify the 
urethra at all times. We have used this ap- 
proach in 2 patients who were followed for 
one and eight years respectively, with ex- 
cellent results. 

Only rarely will the rectal pouch with an 
associated urethral fistula be within 1.5 
em. of the anal skin and amenable to a 
perineal approach. Our one primary case, 
followed 15 months, has done well. 

In the male the rectal pouch is usually 
high, with or without a fistula. An abdomi- 
noperineal pull-through is the only sure 
way of getting an adequate length of bowel 
and at the same time closing the fistula. 
This fact, so well documented in the litera- 
ture, becomes obvious once the abdominal 
dissection is made. The high pouch usually 
terminates in the fistula well above the 
levator muscles, and even after mobiliza- 
tion it is sometimes necessary to cut one 
or more sigmoidal arteries to allow the 
pouch to reach the anal skin without ten- 
sion. A perineal approach would be futile 
under these circumstances, and the distress- 
ing case previously mentioned is an extreme 
example. 

Admittedly the abdominoperineal opera- 
tion is a major undertaking, requiring a 
vigorous baby, transfusions, and meticulous 
postoperative care for a good immediate 
result. The outlook for normal function 
later is still in doubt. Potts believes that 
a completely normal rectum after such a 
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procedure is rare. Experimental work by 
Gaston'*’ and by Goligher and Hughes'®? 
suggests that a recto-anal reflex is neces- 
sary for continence. Potts states that an 
abdominoperineal dissection must sever 
some part of this reflex arc, if indeed any 
was ever present, and that the patient will 
end up with little more than a_ perineal 
colostomy, which may be controlled only 
as a colostomy. Gross, however, has re- 
ported normal or satisfactory results in 50 
per cent of 73 cases. 

In our series are 7 survivors. Two are 
infants, still incontinent; 2 have strictures 
and need further surgery; but the other 3, 
followed two to four and a half years, have 
had good results. 

The oldest patient was a girl with a high 
vaginal fistula, double vagina, and double 
uterus operated on at the age of 15 after 
a colostomy to relieve a chronic impaction. 
After three months the colostomy was 
closed. After six months she required a 
minor anoplasty for a_ slight stricture. 
Dilatations were continued 16 more months, 
but during the last 18 months she has had 
excellent bowel control and only rarely 
needs a laxative. During this time she has 
married, conceived, and delivered a 7 
pound 5 ounce normal male baby from the 
right uterus. 

Our one case of the atretic type was 
actually a thin diaphragm with a tiny hole 
in the center. This was repaired by exci- 
sion and mucosal suture from below, with 
an excellent result two years later. 


Strictures and Other Complications 


Although Gross stated that dilatations 
are unnecessary if the procedures are prop- 
erly performed, it has been our experience 
and that of others that almost all patients 
need dilatations for some period, no matter 
what type of procedure is done. These 
must be continued up to six months or even 
longer, gradually decreasing in frequency, 
until the opening is adequate and the scar 
has become soft and pliable. 

There is debate about whether the orig- 
inal anal opening through the sphincter 
should be made large or small. In our 
group, even with attempts at forming an 
opening large enough to admit a finger 
easily, there has been no anal prolapse or 
incontinence. It seems that initially control 
is due to levator action. Only after the 
annular sear at the mucocutaneous line 
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begins to soften over a period of months 
does the external sphincter function signif- 
icantly. The important consideration in 
making the anal opening seems to be that 
of spreading rather than cutting the ex- 
ternal sphincter and levators. Many of our 
infants have had moderate to severe anal 
skin excoriations which have been difficult 
to treat until the suture line does soften and 
allow good sphincter action. 

Five of 9 deaths were from other anom- 
alies or unrelated causes, and 2 were from 
unknown causes at home within one month. 
Only 2 patients died in the immediate post- 
operative period. In 1 of these an ileus and 
peritonitis developed after a_ pull-through, 
and subsequently the patient was found to 
have megacolon and megalo-ureters. The 
other died from shock after evisceration of 
a colostomy for chronic obstruction at 6 
months of age. 


Summary and Conclusions 

Initial repair of imperforate anus should 
not only relieve the obstruction but offer 
good promise of normal bowel contro] and 
function. 

Accurate diagnosis as to the type of 
anomaly, with or without a perineal, ure- 
thral, vesicle, or vaginal fistula, is essential 
to adequate treatment. Other serious 
anomalies involving the heart, esophagus, 
and urinary tract are common and should 
be sought for. 

The membranous type of imperforate 
anus can be easily treated by simple ano- 
plasty. 

In the imperforate type, with the 
rectal pouch 1.5 cm. or less from the ana! 
skin, a perineal approach is usually possi- 
ble and should be attempted. 

With a higher pouch, especially in the 
male with a rectourethral fistula, an ab- 
dominoperineal pull-through procedure is 
indicated. 

Forty-one cases have been reviewed. Only 
2 of 9 deaths were definitely attributed to 
operation for imperforate anus. 

Follow-up ranging from 1'% to 13 years 
in primary perineal procedures showed 
good to excellent results in 10 cases; in 3, 
wound breakdown or stricture was noted 
when the patient was last seen. 

Of 7 patients undergoing abdominoperi- 
neal repair, 3 have good function after two 
to four and one-half years; 2 infants were 


4 


May, 1957 


recently operated on, and 2 have strictures 
requiring further surgery. 

All patients required postoperative dilata- 
tions, and about half needed an additional 
minor anoplasty. 

Colostomy should be used only as a temp- 
orary measure to help handle complica- 
tions. 

The earlier definitive repair is done, the 
better is the chance for normal control and 
function. 
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Deformities of the Anus and 


Appendicitis was given its name by Dr. 
Reginald Fitz of Boston in 1886''’. 

Since then operation for appendicitis has 
been done with considerable frequency, and 
while the mortality from the disease has 
been greatly reduced, deaths result from it 
in such frequency as to spur all who treat 
the disease to omnipresent vigilance. 

This paper deals with appendicitis in 
children, 12 years of age or younger, at the 
one Negro and two white hospitals in my 
community. In the three hospitals (Rex, 
Mary Elizabeth, and St. Agnes) a total of 
358 operations for appendicitis were per- 
formed in the five-year period 1952-1956. 
At Rex there were 220 cases, at Mary Eliz- 
abeth 92, and at St. Agnes 46. All surgeons 
of the community are involved in these 
statistics. During these five years no death 
occurred in this age group as a result of 
appendicitis in our community. In_ the 
state as a whole at least 19 children died 
from this disease during the same period‘’. 
Of these, 2 were less than 12 months old; 
6, 4 years or younger; 3, 9 years or young- 
er; and 8, over 10 years. 

The incidence of appendicitis appears 
unchanged. A review of the literature, re- 
veals varying mortality rates of 0.4 per 
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cent to 5.8 per cent over the past 30 years. 
The majority of deaths were attributed to 
either “‘purgatives or procrastination.” Dr. 
Hubert Royster, among others, avoided no 
opportunity to admonish his contemporary 
colleagues to everlasting vigilance and 
warned that “delay is still the deadly sin 
and that back of it looms a lack of moral 
courage.”’'*’ He believed that is is “per- 
foration or gangrene, or both, that kills.” 
Both the mortality and morbidity are in 
direct proportion to progress in the sur- 
gical management of the disease, and have 
certainly been reduced by current methods 
of management. Early diagnosis, re-estab- 
lishing and maintaining electrolyte and 
fluid balance, antibiotics and chemotherapy, 
improved anesthesia, and tender surgical 
care combine to enhance the probability of 
“cure.” 


Review of Patients 

For the 92 patients operated on at Mary 
Elizabeth Hospital, the average hospital 
stay was 4.2 days. Two of these were in the 
hospital 12 days and one of these 2 had a 
second operation for complicating postop- 
erative obstruction. The youngest of these, 
a 3 month old infant with gangrenous ap- 
pendicitis, was discharged on the fourth 
day. Seven had gangrenous appendicitis 
with perforation and varying degrees of 
peritonitis; 4 had drainage; in 14 the path- 
ologist found no evidence of disease, but in 


2 
7 
| 
3 


208 


5 the surgeon had made an additional 
clinical diagnosis of “mesenteric adenitis” ; 
3 of them had an associated Meckel’s di- 
verticulum. 

Of the 220 cases at Rex, 13 were marked 
by perforation and 8 were associated with 
Meckel’s diverticulum; 15 were given a dis- 
charge diagnosis of mesenteric adenitis. 
The pathologist failed to confirm the diag- 
nosis in 21 instances. 

At St. Agnes there were 46 appendec- 
tomies, with 5 of the patients showing no 
disease upon pathologic study. The average 
hospital stay for patients at each of the 
other hospitals was generally comparable 
to that at Mary Elizabeth. 

It is unwarranted to assume that the ab- 
sence of mortality from appendicitis in our 
community from 1952 to 1956 resulted from 
more information or superior treatment 
locally. I think, however, that this note- 
worthy and fortunate—if not lucky—cir- 
cumstance is the result of current methods 
of management, practiced generally by the 
surgeon of today. The following phases of 
management of appendicitis in children 
bear repetition here. 


Management 
Early diagnosis 

Deaver stated that “the difference be- 
tween children and adults does not lie in a 
difference of pathology, signs or symptoms, 
but in the greater difficulties of making a 
diagnosis in children. The chain of patho- 
logic events in children in essentially the 
same as that in adults. The progress of the 
disease is often more rapid in children than 
in adults and there is less chance of locali- 
zation in children.’’'*) Most physicians and 
surgeons follow the general rule that ab- 
dominal pain, nausea, and vomiting asso- 
ciated with slight fever should always be 
attributed to acute appendicitis unless 
proved otherwise. I think it is generally 
agreed that the most difficult diagnosis 
becomes more apparent with the passage of 
time. What is an obvious diagnosis to an 
admitting physician may six hours prev- 
iously have been a most difficult problem to 
an experienced surgeon. 

In the less clear-cut cases a diagnosis can 
generally be reached by repeated careful 
examinations. There is no reason to wait 
for extreme inflammatory changes and per- 
itoneal involvement to develop. Hudson and 
Chamberlain'®’ stressed the necessity for 
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frequent observation. Most of the referring 
doctors in our area find that circumstances 
do not permit observation at home at fre- 
quent intervals and direct the patient to 
the hospital. Not only does the physician 
realize the importance of the time element, 
but the general population has come to 
know that abdominal pain and vomiting 
“might be appendicitis,” and patients come 
to the hospital with little urging. 


Symptoms 

Pain—usually in the right lower quad- 
rant but often generalized at the onset— 
is the most constant of all presenting 
symptoms. Children under 4 years of age 
are likely to describe their complaint some- 
what inaccurately, and in this group the 
area of the umbilicus or the abdomen gen- 
erally is claimed to “hurt the most.” In 
a series of 848 patients Hudson and Chamb- 
erlain”®’ reported that 82.8 per cent 
vomited once or more, the vomiting suc- 
ceeding pain in 81 per cent and preceeding 
a complaint of pain in 18 per cent. Vomit- 
ing preceding complaint of pain, they 
reported, was much more frequent among 
the patients under 4 years of age than in 
the older children. 

Associated wrinary complaints were pres- 
ent in a relatively small percentage of 
cases, in none of which was a_ second 
primary diagnosis of urinary tract disease 
made. Routine urinalysis was simply ‘rou- 
tine.” It should be done to exclude other 
conditions. 

Constipation is not an uncommon symp- 
tom. Diarrhea has been reported in some 
instance and, when present among my per- 
sonal cases, has been associated with a 
markedly suppurative, gangrenous or per- 
forated appendix. 

Temperature readings were variable, 
ranging from normal to 104 F. The great 
majority of patients have fever of 101 F. 
or less, but a higher temperature certainly 
does not exclude appendicitis as a diag- 
nosis. 

Changes in the peripheral blood should 
be observed and considered, though no se- 
curity should be taken if the blood count 
and the differential fail to fit into the pic- 
ture. In the interpretation of differential 
counts, it is necessary to consider the nor- 
mally higher per cent of lymphocytes in 
children under 5 years of age’. 

Signs: Pain is the most consistent sub- 


jective symptom, and tenderness the most 
common objective sign. Tenderness is 
elicited in practically all patients with 
appendicitis, and the point of maximum 
tenderness in the great majority of cases 
(84 per cent in Hudson’s and Chamberlain’s 
series) is in the right lower quadrant. 
Many have generalized tenderness, and 
others have it located in the lower portion 
of the abdomen. In some few, tenderness 
can be found only by rectal examination. 
Just as the appendix may have variable 
anatomic locations so also may the areas 
of tenderness vary. Rebound tenderness is 
important, when present, but not essential 
to the diagnosis. 

Muscular rigidity or spasm is the second 
most common sign. “The ability to detect 
slight degrees of muscle spasm or resist- 
ance and to distinguish between voluntary 
and involuntary spasm is dependent on a 
careful, unhurried, and gentle examination 
and on the experience of the examiner. 
There may be difficulty in distinguishing 
the voluntary spasm associated with intra- 
abdominal inflammation from the voluntary 
splinting accompanying pneumonia or dia- 
phragmatic pleuritis’*’. 

Rectal examination is certainly one of 
the most important phases of the study of 
a child with abdominal pain and vomiting. 
Many will complain of tenderness, but pos- 
itive findings often provide the diagnosis. 
The area covered on digital examination of 
a child’s rectum is rather extensive as 
compared with that of an adult. In a small 
percentage of cases a diagnosis cannot be 
made except by rectal examination. A mass 
felt on rectal examination is as important 
as one palpated within the abdomen. The 
records reviewed infrequently referred to 
the psoas sign, cremasteric reflex, or areas 
of hyperasthesia. It was often noted that 
the right thigh was flexed on the abdomen. 
I believe that many diagnoses of acute ap- 
pendicitis and other conditions are reached 
by an intuitive sense on the part of many 
surgeons. Certainly intuition plays its part 
in helping a surgeon reach a decision. 


Fluid and electrolyte balance 
Baffles states that: 


“replacement of fluids and electrolytes has 
become an integral part of adequate preopera- 
tive and postoperative management. Present 
methods of determining fluid and _ electrolyte 
requirements have one universal disadvantage 
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—they are estimates and must be supple- 
mented by clinical judgment. They may not be 
entirely reliable for rigid management of 
fluid balance in diseased patients. These esti- 
mates are based on periodic study of blood 
samples. Since blood constitutes only 5 per 
cent to 8 per cent of body weight its analysis 
can only be an estimate of the myriad changes 
going on throughout the rest of the body. 
. . Fluid and electrolyte calculations should 
not be applied without being evaluated in thx 
light of several daily clinical observations 
which include measurement of weight and 
temperature changes and a careful record of 
daily intake and output, as well as _ periodic 
examinations of blood and urine.”\") 


It appears that much of the control of 
fluid balance and electrolytes in our three 
hospitals has been done largely on an em- 
pirical basis. 

The disturbances associated with acute 
appendicitis vary greatly, but most physi- 
cians are aware that the loss of fluids and 
electrolytes among patients so afflicted is 
from the gastrointestinal tract, predom- 
inantly in gastric juice and occasionally 
from the colon as a result of diarrhea. 

“The chief cation in gastric juice is hydrogen 
except in achlorhydria. The milliequivalent 
concentrations of sodium and potassium are 
relatively small and almost equal. The major 
anion, on the other hand, is chloride. Bicar- 
bonate ion concentration is very small. When 
large amounts of gastric juice are lost, the 
major electrolyte loss to the body consists of 
acid and chloride ions. Hypochloremic alka- 
losis results. Hypokalemia also occurs because 

a large proportion of the lost fixed base 1s 

potassium. In order to reverse the metabolic 

disturbances following loss of gastric juice, 
fluid therapy should include ammonium chlor- 
ide, potassium chloride and saline, with enough 

5 per cent dextrose in distilled water to correct 

dehydration.” 

The minimum total daily requirements 
in infants and small children is usually 60 
cc. per pound of body weight, and in the 
newborn 45 cc. There is a persistent danger 
of overhydration, especially in premature 
babies. 


Antibiotics and chemotherapy 

Certainly the mortality in appendicitis 
has been reduced greatly by the availability 
of the current treasure chest of medicines. 
Penicillin is used often, but should not, I 
think, be routinely prescribed. Penicillin, 
streptomycin, and Achromycin are the 
drugs we use most often. These and other 


209 


or 
32) 4 


210 


agents are generally well tolerated by the 
child. The power of antibiotics should not 
make us feel complacent in the manage- 
ment of acute appendicitis, however. 


Anesthesia 

Two anesthesiologists are available in 
our community, and they capably employ 
all forms of anesthesia. At our Negro hos- 
pital a practical anesthetist, intern, resi- 
dent, or doctor has given the anesthesia. 
Nurse-anesthetists have cared for the ma- 
jority of patients. The ideal state of affairs 
is yet to be attained, but the newer con- 
ception and practice of anesthesiology as 
applied to infants and children have re- 
lieved the surgeon of his former added 
burden. The open drop method is more fre- 
quently used, and its range of safety is 
greater, particularly in unskilled hands. 
Sodium Pentothal for induction, nitrous 
oxide, ether, and cyclopropane are used in 
the older children. Spinal anesthesia is oc- 
casionally employed. Constant attention to 
the unconscious patient, with maintenance 
of adequate exchange, noting any altera- 
tion in the circulation or respiration, have 
been stressed. Generally the more simple, 
uncomplicated techniques have been used, 
and the agents which provide the widest 
range of safety have been administered. 


Tender surgical care 

Children and infants surely merit a 
tenderhearted and considered approach by 
their surgeon. Confidence and friendship 
can be gained by unhurried examinations. 
Proper preoperative treatment helps make 
them safe for surgery. Adequate preoper- 
ative medication allays the anxiety of the 
child in abnormal surroundings. Modern 
anesthesia provides the surgeon with the 
most favorable conditions to insure the 
success of his efforts. Control of fluid and 
electrolyte balance while using the anti- 
biotics at hand today give results consid- 
ered miraculous a quarter century ago. 
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In the treatment of children with ap- 
pendicitis and other conditions we can well 
bear in mind the editorial words of Dr. 
Willis J. Potts when he said, “If the new- 
born child, unfortunately born with a con- 
genital deformity, could reason and speak 
it would beg imploringly, ‘Please, Mr. Sur- 
geon, exercise the greatest gentleness with 
my miniature tissues, and try to correct 
the deformity at the first operation. You 
know, I hope to use these parts of my ana- 
tomy for the next 67 years. Give me blood 
and the proper amount of fluid and elec- 
trolytes; give me plenty of oxygen with the 
anesthesia and I will show you that I can 
tolerate a terrific amount of surgery. You 
will be surprised at the speed of my recov- 
ery and I shall be always grateful to you.’ ”’ 


Summary 

1. Appendicitis in children has been dis- 
cussed. Three hundred fifty-eight cases of 
acute appendicitis in children 12 years or 
less with no deaths are reported from our 
community. 

2. The symptoms and signs have been re- 
viewed. 

3. Fluid and electrolyte balance have been 
considered. 

4. The simplicity of anesthetic tech- 
nique and careful observation of the un- 
conscious patient have been stressed. 


5. Gentleness on the part of the surgeon 
has been urged. 


References 
R. H.: Perforating Inflammation of the Vermiform 
with Special Reference to Its Early Diagnosis 
Am. J. M. Se. 92:321-346 (Oct.) 1896. . 
2. North Carolina Bureau of Vital Statistics. 
3. DaCosta, J. C.: (ed. 9), 
W. B. Saunders Company, 
. Royster, H. A.: Medical and Morals, Chapel 
Hill, The University of North Carolina Press, 1937. 
5. Hudson, H. W., and Chamberlain, J. W.: Acute Appen- 
dicitis in Childhood, J. Pediat. 15:408-425 (Sept.) 1939. 
i}. Baffes, T. G.: Fluid and Electrolyte Therapy in the Sur- 
gery of Infants and Small Children, S. Clinies North 
America 36:1453-1463 (Dec.) 1956, 


. Fitz, 
Appendix, 
and Treatment, 


Modern Surgery Philadelphia, 
1925, 


Manners 


If 1915 mortality rates had prevailed last year, Health Information 
Foundation points out, an additional 300,000 of the four million babies 
born alive would not have lived to celebrate their first birthday. 


: 


May, 1957 


North Carolina Medical Journal 


Owned and published by 
The Medical Society of the State of North Carolina, 
under the direction of its Editorial Board. 


EDITORIAL BOARD 


Ningate M. Johnson, M.D., Winston-Salem 
Editor 
Miss Louise MacMillan, Winston-Salem 
Assistant Editor 
Mr. James T. Barnes, Raleigh 
Business Manager 
Ernest W. Furgurson, M.D., Plymouth 
John Borden Graham, M.D., Chapel Hill 
G. Westbrook Murphy, M.D., Asheville 
William M. Nicholson, M.D., Durham 
Robert W. Prichard, M.D., Winston-Salem 
Hubert A. Royster, M.D., Raleigh 


Address manuscripts and communications regarding 
editorial matter to the 


NORTH CAROLINA MEDICAL JOURNAL 
300 South Hawthorne Road, Winston-Salem 7, N. C. 


Questions relating to subscription rates, advertis- 
ing, ect., should be addressed to the Business 
Manager, 203 Capital Club Building, Raleigh, N. C. 
All advertisements are accepted subject to the ap- 
proval of a screening committee of the State 
Journal Advertising Bureau, 510 North Dearborn 
Street, Chicago 10, Illinois, and/or by a Committee 
of the Editorial Board of the North Carolina Medi- 
cal Journal in respect to strictly local advertising 
accepted for appearance in the North Carolina 
Medical Journal. 

Annual subscription, $5.00 Single copies, 75¢ 

Publication office: Carmichael Printing Co., 118 
West Third Street, Winston-Salem 1, N. C. 


“The prime object of the medical profession is to render 
service to humanity; reward or financial gain is a subordinate 
consideration. Whoever chooses this profession assumes the 
obligation to conduct himself in accord with its ideais’-——Prin- 
ciples of Medical Ethics of the American Medical Association, 
Chapter 1, Section 1. 


EDITORIALS 


MAY, 1957 


THE ASHEVILLE MEETING 


For the first time since 1936 the Medical 
Society of the State of North Carolina met 
in Asheville, May 5-8. The meeting was 
noteworthy for many reasons. Asheville 
gave the Society such a royal welcome that 
the Nominating Committee has recom- 
mended that we go back again next year. 

The weather was pleasant. The atten- 
dance was better than expected, 867 doc- 
tors and a total registration of 1,561. The 
City Auditorium afforded excellent facili- 
ties for the exhibits, both scientific and 
technical. The Assembly Room offered 
ample room for the General Sessions and 
the President’s Dinner and Ball. The head- 
quarters hotels—the George Vanderbilt and 
Battery Park—were conveniently near the 
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Auditorium, and between them provided 
excellent accommodations for the House of 
Delegates, the various section meetings, and 
for the alumni luncheon and dinner meet- 
ings. It was a pleasure to listen to the 
speakers without the annoyance of extrane- 
ous noise. 

As in all cities, parking was a problem, 
but the number of convenient parking lots 
helped the situation. ‘ 

Although the meeting place had been 
changed in order to allow Negro physicians 
to attend, it was rather disappointing that 
only two or three of our colored colleagues 
were seen. 

As in previous meetings, the American 
Medical Association was well represented. 
Secretary and General Manager George 
Lull—now one of our honorary members— 
and Dr. F. J. L. Blasingame of the Board 
of Trustees, spoke before the Second Gen- 
eral Session. Mr. Leo Brown, director of 
public relations, addressed the First Gen- 
eral Session. Dr. Frank S. Crockett, chair- 
man of the A.M.A. Committee on Rural 
Health, and Dr. Frank Wilson, formerly 
head of the A.M.A.’s Washington Bureau— 
and also an honorary member of our State 
Society—were welcome visitors. 

A number of distinguished guests added 
greatly to the scientific program. 

The Memorial Service Sunday night, pre- 
sided over by Dr. Charles H. Pugh, was, 
as always, quite impressive. The address 
by the Rev. Embree H. Blackard was an 
eloquent argument for immortality. 

The Officers’ Breakfast was unusually 
well attended, and those present were re- 
warded for getting up early by an excellent 
address, “Political Stew,” by Dr. Walter L. 
Portteus, past president of the Indiana 
State Medical Association. This is to be 
published in an early issue of the NORTH 
CAROLINA MEDICAL JOURNAL. 

The audio-visual program has been in- 
creasingly popular. An innovation this year 
was the Five-State Videclinic, “The Physi- 
cian and Emotional Disturbances,’ which 
was presented in the Assembly Room Mon- 
day from 2:00 to 3:00 P.M. The opening 
of the afternoon session of the House of 
Delegates was postponed an hour to allow 
members to attend this program. 

The House of Delegates met in a special 
‘alled session at 10:00 A.M. Monday to act 
upon certain changes in the Constitution 
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and By-Laws, so that they would be effec- 
tive during the regular sessions. These 
changes are to be found in the 1956 Trans- 
actions, and will not be repeated. Perhaps 
the most important one provided that the 
report of the Nominating Committee and 
the election of officers should take place in 
the first meeting of the House of Delegates. 
This amendment met with general ap- 
proval, 

The House voted Monday evening to 
approve a_ resolution presented by Dr. 
Klostermyer of Asheville to change the 
much discussed ‘Doctors’ Plan” insurance 
policy from a service to an indemnity pay- 
ment, so that the payment for service rend- 
ered would not necessarily cover the whole 
amount charged the patient. Many voted 
for the resolution without realizing that it 
would nullify the 50,000 or more policies 
already sold by the Hospital Saving Asso- 
ciation. So much opposition developed after- 
wards that the matter was reopened in the 
Wednesday afternoon session. After a mo- 
tion to reconsider the action was passed by 
a good majority, another motion was made 
to refer the matter back to the Insurance 
Committee for further consideration of a 
deductible plan, with instructions to report 
to the House of Delegates next year. After 
considerable discussion the motion was 
passed, also by a good majority. 

Another controversial matter was settled 
temporarily when the Executive Council 
voted to postpone action on the proposed 
Headquarters Building for another year. 

Dr. Willard C. Goley of Graham was 
elected General Practitioner of the Year. 
He and the other two men nominated —- 
Drs. John Foster of Sanford and John D. 
Robinson of Wallace—can all be proud of 
the high esteem in which they are held by 
their patients and colleagues. 

Dr. Koonce’s farewell address, given 
before the First General Session, is given 
first place in this issue. Dr. Schoenheit’s 
address before the Second General Session, 
with his picture, is to appear in the June 
issue. Both these addresses will bear read- 
ing and re-reading. 

The report of the Nominating Committee 
was adopted unanimously and heartily. Dr. 
Lenox Baker, professor of orthopedic sur- 
gery at Duke, is president-elect. Other offi- 
cers elected are: Drs. George Holmes of 
Winston-Salem and Amos Johnson, of Gar- 


NORTH CAROLINA MEDICAL JOURNAL 


May, 1957 


land, vice presidents; Drs. Charles Bugg of 
Raleigh, John R. Bender of Winston-Salem 
(whose term expired), and Roger W. Mor- 
rison of Asheville, members of the State 
Board of Health; Dr. G. Westbrook Mur- 
phy of Asheville, speaker of the House of 
Delegates. 

Dr. Koonce has given freely of his time, 
energy and ability to make his administra- 
tion a notable one. The membership of the 
Society was the highest in history on De- 
cember 31—3,058. And we can look for- 
ward with confidence to continued progress 
under the ‘leadership of President Schoen- 
heit and President-Elect Baker. 


EDITORIAL NOTES 


The President’s Night was quite a suc- 
cess. The Assembly Hall provided for more 
guests than ever before. The food was 
excellent and well served. Dr. Graham Bare- 
foot was an ideal toastmaster. The oath of 
office was administered by Dr. Koonce to 
Dr. Schoenheit, who then gave a brief but 
appropriate address of acceptance. The 
Honorable Donald Buck, mayor of Allen- 
town, Pennsylvania, gave an address that 
was both entertaining and stimulating. 

The M.C. of the floor show was most 
versatile: comedian, magician, musician, 
and dancer. The orchestra was rather par- 
tial to the rock ’n’ roll type of music, but 
the dancing continued until the wee small 
hours. 

* 

For the first time within the memory of 
many members, Dr. Roscoe McMillan did 
not attend the annual meeting. He was con- 
valescing from a recent operation, but sent 
a telegram of greeting and good wishes. 

% * 


Asheville offered many advantages to off- 
set its more unfavorable location. The 
auditorium was ideal for the exhibits, gen- 
eral sessions, and the President’s Night 
program. The hotels gave excellent food 
and service. 

It was quite appropriate for Dr. Schoen- 
heit to be installed as president in his own 
home town, and for another Asheville citi- 
zen, Dr. Westbrook Murphy, to be speaker 
of the House of Delegates. Dr. Murphy has 
made such a good record that his re-election 
was a foregone conclusion. 
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COMING MEETINGS 


North Carolina State Board of Medical Exami- 
ners, written examination—Sir Walter Hotel, Ra- 
leigh, June 17-20; meetings to interview candidates 
for licensure by endorsement—Sir Walter Hotel, 
Raleigh, June 18, and Blowing Rock, July 26. 

Mountaintop Medical Assembly — Waynesville, 
June 20-22. 

American College of Chest Physicians, Annual 
Meeting—Hotel Commodore, New York City, May 
29-June 2. 

American Medical Association, One Hundred 
Sixth Annual Meeting—New York City, June 3-7. 

Harvey Tercentenary Congress — Royai College 
of Surgeons, London, England, June 3-7. 

Fourth International Poliomyelitis Congress — 
Geneva, Switzerland, July 8-12. 

Institute of Industrial Health, course in radia- 
tion for physicians and surgeons—University of 
Cincinnati, September 9-15. 

American College of Gastroenterology, post- 
graduate course—The Somerset, Boston, October 
24-26. 

Association of Military Surgeons, Sixty-fourth 
Annual Meeting—Hotel Statler, Washington, D. C., 
October 28-30. 


NEWS NOTES FROM THE UNIVERSITY 


OF NORTH CAROLINA SCHOOL OF MEDICINE 


The University of North Carolina School of 
Medicine presented Distinguished Service Awards 
to 12 Tarheel citizens at ceremonies recently. Re- 
cipients of the awards, given annually to persons 
making outstanding contributions to the field of 
medicine or to the Medical School, were Harry B. 
Caldwell, Greensboro; W. D. Carmichael, Jr., 
Chapel Hill; James H. Clark, Sr., Elizabethtown; 
Irving Carlyle, Winston-Salem; Hyman L. Battle, 
Rocky Mount; Benjamin Cone, Greensboro; Isaac 
G. Greer, Chapel Hill; George Watts Hill, Sr., 
Durham; Kay Kyser, Chapel Hill; C. Knox Massey, 
Durham; John L. Moorhead, Durham; and Clarence 
Poe, Raleigh. 

All 12 were associated in an official capacity 
with the beginning of the Good Health Program 
and the Good Health Association in North Caro- 
lina. The work led to the establishment of the 
University of North Carolina Medical School and 
Division of Health Affairs. 

The awards were presented’ by 
Robert B. House. 


Chancellor 


Dr. W. R. Stanford of Durham was named 
president-elect of the University of North Caro- 
lina Medical Alumni Association, to take office 
a year from now, at the annual meeting of the 
Alumni Association in Chapel Hill recently. 
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Other officers elected were Dr. C. C. Henderson 
of Mount Olive, vice president; Dr. Robert Andrews 
of Roxboro, secretary; and Dr. Hugh McAllister 
of Lumberton and Dr. Lester Crowell of Lincoln- 
ton, counselors. 

President-Elect Dr. Milton S. Clark of Goldsboro 
was installed for the coming year during the 
meeting. 

The day-long alumni day program also included 
five class reunions of the School of Medicine. These 
were the classes of 1907, 1917, 1927, 1937 and 1947. 
The dinner speaker was Dr. Walter S. Wiggins, 
associate secretary of the Council on Medical 
Education and Hospitals of the American Medical 
Association. Dr. Milton S. Clark presided at the 
session. 

The morning session of the program consisted 
of activities in the various clinical departments of 
the School of Medicine. 

A luncheon and business meeting was held at 
midday at the Carolina Inn. Dr. Ralph Morgan of 
Sylva, vice president of the Alumni Association, 
presided. The principal speakers were Dr. Paul 
F. Whitaker of Kinston, president of the North 
Carolina Medical Foundation, and Dr. W. Reece 
Berryhill, Dean of the School of Medicine. 

A scientific session was held in the afternoon 
with Dr. Fred Patterson of Chapel Hill presiding. 
Appearing on the program were Dr. Robert Winters, 
UNC; Dr. E. A. Rasberry, Jr., Wilson; Dr. George 
T. Wood, Jr., High Point; Dr. Nathan A. Womack, 
UNC; Dr. John T. Sessions, Jr.. UNC; Dr. E. T. 
Beddingfield, Jr., Stantonsburg; Dr. George M. 
Cooper, Jr., UNC; and Drs. Eugene Hargrove and 
James E. Somers of UNC. 


More than 400 persons from throughout North 
Carolina attended the first annual Parents’ Day 
held recently by the University of North Carolina 
School of Medicine. 

During the day-long program, the UNC Medical 
Parents’ Club was organized and officers were 
elected. The general officers are V. G. Herring, 
Jr., Goldsboro, president; John S. Patterson, Wash- 
ington, D. C., first vice president; Dr. Palmer A. 
Shelburne, Greensboro, second vice president; and 
Dr. S. E. Howie, Fayetteville, secretary. 

The state was divided into five regions, and a 
chairman and vice chairman were elected for each 
region. The regions were numbered one through 
five, Region 1 being in the extreme eastern part of 
the state and Region 5 in the extreme west. 

Region officers elected were: Region 1, Dr. 
John C. Tayloe, Washington, chairman; Mrs, R. 
J. Mooring, La Grange, vice chairman; Region 2, 
Dr. Charles P. Eldridge, Raleigh, chairman; S. G. 
Jenkins, Tarboro, vice chairman; Region 3, Dr. 
Shahane R. Taylor, Greensboro, chairman; Mrs. 
P. D. McMichael, Reidsville, vice chairman; Region 
4, J. P. Hobson, Charlotte, chairman; D. S. Men- 
zies, Sr., Hickory, vice chairman; Region 5, Dr. 
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Alfred W. Hamer, Morganton, chairman; Zebulon 
Weaver, Jr., Asheville, vice chairman. 

Purpose of the Parents’ Club is to keep all 
parents of medical students informed about the 
total program of the School of Medicine. One 
of the goals of the club is to give ample opportunity 
to all parents of medical students to participate in 
the activities of the school. It is not a fund raising 
organization. 

The United States Public Health Service has 
made a two-year grant of $19,768 to Dr. Walter 
R. Benson of the University of North Carolina 
School of Medicine. 

The funds will be used for a study of disturb- 
ances in amino acid metabolism. A total of $9,993 
will be expended in the first year of the work, and 
the remainder of the sum will be used during the 
second year. 

The research project will deal with the effects 
of disturbance of amino acid metabolism on protein 
formation growth and tumor formation in animals. 
Dr. Benson actually began this work about three 
years ago. However, this grant will make an 
accelerated study possible. 

Dr. Benson received his M. D. from Duke Uni- 
versity and joined the faculty of the University of 
North Carolina School of Medicine last year. He 
is an assistant professor in the Department of 
Pathology. 


Four faculty members of the University of North 
Carolina School of Medicine have accepted invita- 
tions to become charter fellows in the American 
Academy of Microbiology. 

They are Dr. William J. Cromartie, associate 
professor of bacteriology and medicine and director 


of the Bacteriological and Serological Laborato- 
ries; Dr. Edward C. Curnen, professor and chair- 
man of the Department of Pediatrics; Dr. Daniel 
A. MacPherson, professor and chairman of the 
Department of Bacteriology and Immunology; and 
Dr. G. P. Manire, associate professor of bacterio- 
logy. 

The new organization is sponsored by the Ameri- 
can Society of Bacteriologists. The academy is to 
be made up of well qualified microbiologists in all 
branches of science throughout the United States 
and Canada. The members must have a minimum 
of seven years of postdoctorate study or practice 
in microbiology. 

* * 

The National Institute of Allergy and Infectious 
Diseases of the U. S. Public Health Service has 
granted $94,010 to Dr. William J. Cromartie of 
the University of North Carolina School of Medicine, 
The money will be used for a five-year study of 
bacterial infections of the kidney. 

Specific objectives of the proposed studies are 
the development of precise methods of diagnosing 
chronic infections of the kidney, determining the 
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relative importance of such infections as a cause 
of kidney failure and high blood pressure, and 
determination of the best methods of treating 
chronic infections of the kidney. 

Dr. Cromartie is a native of Garland. He at- 
tended Presbyterian Junior College, the University 
of North Carolina, and the University of Alabama. 
His M.D. degree was awarded by Emory University 
in 1937. Before coming to the University of North 
Carolina School of Medicine in 1951, he had taught 
at Vanderbilt University, Southwestern Medical 
College, and the University of Minnesota. He 
served in the Army during World War II. 


* * 


The fifth annual program in general medicine 
was held at the University of North Carolina 
School of Medicine Tuesday and Wednesday, April 
16-17. 

Tuesday’s session was devoted to disorder of 
the thyroid gland. Taking part in this day-long 
session were Drs. Charles H. Burnett, Judson Van 
Wyk, Walter Hollander, Jr., T. Frank Williams, 
Colin G. Thomas—all of the University of North 
Carolina School of Medicine; Dr. Sidney C. Werner, 
Columbia University College of Physicians and 
Surgeons; and Dr. Frank Engel, Duke University 
School of Medicine. 

Wednesday morning’s session was devoted to a 
seminar on pediatric hematology. Those taking 
part in this program were Dr, Eugene Kaplan, Mt. 
Sinai Hospital, Baltimore; Dr. Jeffress G. Palmer, 
UNC; and Dr. Doris A. Howell, Duke University 
School of Medicine. 

Wednesday afternoon’s session was on pulmonary 
problems. Physicians appearing on this session 
were Dr. A. Derwin Cooper, UNC School of 
Medicine; Dr. William B. Peck, North Carolina 
State Board of Health; Dr. Willard C. Hewitt, 
North Carolina Sanatorium, McCain; and Drs. 
Thomas B. Barnett, Richard M. Peters, and Dr. 
William H. Sprunt—all of the University of North 
Carolina School of Medicine. 

The annual Phi Chi Medical Lecture at 4:00 p.m. 
on Wednesday closed the two day meeting. This 
lecture was delivered by Dr. David A. Cooper, 
professor of clinical medicine, University of Penn- 
sylvania Graduate School of Medicine. Dr. Cooper, 
a University of North Carolina graduate of 1919, 
spoke on “Bronchogenic Carcinoma.” 

* * * 


A regional conference of the American Academy 
of Pediatrics was held at the University of North 
Carolina School of Medicine recently. 

Some 28 physicians from five southern states 
attended the conference. The regional meetings are 
held each year at some school of medicine in each 
region. 

This meeting was sponsored by the Department 
of Pediatrics of the School of Medicine. The chair- 
man of the conference was Dr. Weston M. Kelsey 
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of the Bowman Gray School of Medicine in Wins- 
ton-Salem. 

The teaching plans of the various schools in 
the region were discussed. Conference subjects 
included various aspects of pediatric education, 
from the undergraduate level through the _ post- 
graduate level. 

Aside from representatives from North Caro- 
lina Medical Schools, schools from Virginia, South 
Carolina, Georgia, and Florida were also repre- 
sented. 


Dr. Gordon Rader has joined the staff of Psycho- 
logical Services at North Carolina Memorial Hospi- 
tal of the University of North Carolina. 

He also has a joint appointment as assistant 
professor of psychology in the Department of 
Psychology and Psychiatry. 

Dr. Rader attended Queen’s College in Flushing, 
New York, and completed his undergraduate work 
at the University of Washington in Seattle. 

He received his Ph.D. degree at Yale University 
in 1956 and held a position as clinical psychologist 
at the VA Hospital in Roanoke, Virginia, before 
coming here. 

Dr. Tihamer Z. Csaky, associate professor of 
pharmacology of the University of North Caro- 
lina School of Medicine, has been granted a Guggen- 
heim Fellowship for research study. 

Dr, Csaky said yesterday he would sail for 
Copenhagen, Denmark, next spring to work with 
Professor Hans Ussing at the Institute of Biolo- 
gical Isotope Research. His work will be in the 
field of mechanisms of active transport in biolo- 
gical systems. 

While in Europe, Dr. Csaky plans to attend the 
International Biochemical Congress in Vienna, 
Austria, and visit various laboratories in Finland, 
Switzerland, Germany and England, where he has 
engaged in research in the past and where work 
similar to his is being conducted. 

The fellowships are granted to persons who 
have demonstrated their ability for scholarly re- 
search and to persons of proven creative ability 
in fine arts. 


NEWS NOTES FROM THE 
BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


Through the assistance of the Pediatrics Educa- 
tional Fund of the Mead-Johnson Company, it has 
been possible to sponsor two visiting professors 
of pediatrics. Dr. Horace Hodes, director of the 
Department of Pediatrics at Mt. Sinai Hospital 
and clinical professor of pediatrics at Columbia 
University College of Physicians and Surgeons, 
held teaching rounds and conferences with medical 
students and members of the house staff March 
28-30. 


* 
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The Bowman Gray School of Medicine has again 
benefited through the program of the Ford Founda- 
tion. In the fall of 1956 the school of medicine 
was one of 44 privately endowed schools to re- 
ceive sums of $500,000 each. In late March the 
pro rata distribution of the remainder of the $90, 
000,000 Ford program was announced, and Bow- 
man Gray is scheduled to receive an additional 
$1,200,000. In compliance with the provisions of 
the grant, the entire sum will be invested for a 
minimum of 10 years, during which time the in- 
come will be used for the exclusive purpose of 
strengthening the instructional budget of the school. 
None may be used for construction or research. 
The receipt of these funds comes at a propitious 
time, and will aid greatly in meeting needs now 
apparent. 

* * * 


Recently there have appeared in the Journal of 
the American Medical Association reviews of two 
books written by members of the faculty: Roentgen 
Signs in Clinical Diagnosis by Dr. Isadore Meschan, 
professor and director of the Department of Radio- 
logy at the Bowman Gray School of Medicine; and 
Atlas of Tumors of the Nervous System by Dr. H. 
M. Zimmerman, chief of laboratory division, Monte- 
fiore Hospital; Dr. Martin G. Netsky, professor of 
neuropathology, Bowman Gray School of Medicine; 
and Dr. Leo M. Davidoff, attending neurosurgical 
surgeon, Montefiore Hospital. Dr. Meschan’s book 
is desribed as “. . . the most complete textbook of 
roentgenographic diagnosis ever published. hey 
And of the Atlas, the reviewer states, “There is 
nothing quite comparable to it in print today. . .” 


* * 
Dr. Eben Alexander, Jr., professor of *neuro- 
surgery, delivered the keynote address at the 
second annual Rehabilitation Workshop. About 


130 persons from throughout the state attended the 
three-day meeting conducted by the North Caro- 
lina State College Department of Occupational 
Information and Guidance. 

Dr. Alexander also attended the meeting of the 
Southern Neurosurgical Society in Nashville, 
Tennessee, where he presented a paper, “Hyperex- 
tension Injuries of Cervical Spine.” 


* 


At the fifth annual meeting of the North Caro- 
lina Academy of Science held at Wake Forest 
College in early May, members of the faculty of 
the Department of Biochemistry presented papers 


before the biochemistry and physiology section: 
“The Control of the Phosphorylative Rate in 
Washed Rat Liver Mitochondria,” Dr. Marjorie 


A. Swanson, associate professor of biochemistry; 
“A Further Study of the Action of Diethanolamine 
on Liver Lipids,” Dr. Camillo Artom, professor and 
director of the Department of Biochemistry, and 
Dr. Hugh B. Lofland, instructor in biochemistry; 
“A Trimethylamine Yielding Compound Procluded 
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from Choline in Rat Liver Preparations,” Dr. Hugh 
B. Lofland and Dr, Camillo Artom. 


Three members of the Department of Anatomy 
attended the annual meeting of the American 
Association of Anatomists in Baltimore. Dr. Warren 
Andrew, professor and director of the Anatomy 
Department, presented a paper, “A Visit to Pro- 
fessor Oskar Vogt,” and a demonstration concern- 
ing the activity of lymphocytes in_ intestinal 
mucosa, Dr. Norman Sulkin, associate professor 
of anatomy, presented a demonstration, “Muco- 
proteins in the Urinary Tract of Man in Health 
and Disease,” a work which he conducted jointly 
with Dr. William H. Boyce, assistant professor of 
urology. Dr. Charles E. McCreight, instructor in 
anatomy, also attended the meeting. 

* * 

The faculty and staff of the Department of 
Radiology, together with the faculty and staff of 
the Section on Gastroenterology, has been awarded 
a research grant for investigation of the pancreas, 
in relation to certain projected radiographic studies 
and radioisotope studies. 

* * 

Dr. Wingate M. Johnson, emeritus professor of 
internal medicine, attended the regional meeting for 
Texas and Southwestern States, Committee on 


Aging of the American Medical Association, in 


Dallas, where he delivered a paper, “Geriatric 
Training in Medical Schools.” He also delivered the 
postgraduate lecture for general practitioners of 
the Texas State Medical Society on “Management 
of Nervous Patients.” 

* * 

Dr. E. D. Churchill, Boston, spoke on “Wounds 
and Wound Healing” before the Sigma Xi Club 
and the Bowman Gray Medical Society, at one of 
their recent joint meetings. 

Dr. Robert L. McMillan, professor of clinical 
internal medicine, spoke on coronary diseases re- 
cently at a postgraduate course in medicine for 
Catawba County physicians. 


NORTH CAROLINA SURGICAL ASSOCIATION 


The North Carolina Surgical Association held 
its spring meeting at The Homestead, Hot Springs, 
Virginia, on March 22, 23, and 24. 

The program consisted of papers by Dr. Louis 
Shaffner on “Imperforate Anus,” by Dr. H. Max 
Schiebel on “Congenital Megacolon,” by Dr. George 
W. Paschal on “Appendicitis in Children,” by Dr. 
Graham Jarman on “Undescended Testis,” by Dr. 
Warner Wells on “Peripheral Nerve Repair,” by 
Dr. Raymond Postlethwait on “Tendon Repair,” 
and brief discussions by Dr. Edward W. Phifer, 
Dr. Hubert Poteat Jr., and Dr. Felda Hightower 
on “Little Things Learned in Practice.” 
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NORTH CAROLINA STATE BOARD OF HEALTH 

Farming ranks as North Carolina’s most hazard 
occupation, according to figures released recently 
by the Accident Prevention Section of the North 
Carolina State Board of Health. 

Dr. Charles Cameron, Jr., the Board of Health’s 
consultant in home and farm safety, said that 104 
residents of the Tar Heel state died in farm 
mishaps during 1956 to rank farming as the single 
occupational group with the highest fatal accident 
experience. 

“During the same period approximately 130 
other persons died in all other types of occupational 
accidents combined,’ Dr. Cameron said. “Drown- 
ing on the farm is the single most frequent fatal 
accident recorded during the past year.” 

The accident report, prepared as part of the 
Board of Health’s continuing analysis of accidents 
in the state, showed a total of 35 drownings on 
farms with 24 of the drownings reported as hav- 
ing occurred in “farm ponds,” or irrigation ponds. 
Over half the drowning victims were under 15 
years of age with the majority involving males 
between the ages of 5 and 14 years of age. 

Accidents involving machinery took the lives 
of 28 residents to rank as the second most frequent 
cause of accidental death. Firearm mishaps cost 
11 lives, and being struck by falling objects claimed 
an additional nine lives. 

“The Board of Health recognizes the importance 
of the farm pond in the agricultural economy of 
the state, but feels that farm residents need to be 
alerted to the high frequency with which persons 
are drowned in ponds and irrigation lakes,’ Dr. 
Cameron said. 


NORTH CAROLINA STATE BOARD OF 
MEDICAL EXAMINERS 
The North Carolina State Board of Medical 
Examiners will meet at the Mayview Manor, 
Blowing Rock, North Carolina, Friday, July 26, 
1957, at which time applicants for licensure by 
endorsement will be interviewed. 


ROBESON COUNTY MEDICAL SOCIETY 

The Robeson County Medical Society and the 
Robeson County Heart Association sponsored a 
Heart Symposium at the Pine Crest Country Club, 
Lumberton, on March 27. Sixty-six doctors were 
present for the scientific meeting and 110 for the 
banquet. 

The Robeson County Medical 
President’s Dinner and meeting April 1 at the 
Lorraine Hotel, Lumberton. A_ social hour and 
fine steak dinner were provided with the compli- 
ments of the president, Dr. T. H. Mees of Lumber- 
ton. Dr. R. A. Ross, professor of obstetrics and 
gynecology, University of North Carolina Medical 
School, gave a talk on the medical program in 
North Carolina, 


Society held its 
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ASSOCIATION OF MILITARY SURGEONS 


The sixty-fourth annual convention of the 
Association of Military Surgeons of the United 
States will have as its theme, “Professional Ex- 
cellence—The Criterion of Military Medicine.” The 
convention will be held at the Hotel Statler in 
Washington, D. C., October 28-30, 1957. 

Originally, the association was organized to work 
for the “advancement of military and accidental 
surgery and all things pertaining to the health 
and welfare of the civilian soldier,” and was res- 
tricted to membership by medical officers of the 
National Guard. Although the objectives of the 
organization remain the same, membership is now 
open to all present and former officers of the 
Medical, Dental, Veterinary, Medical Service, 
Nurse, and Medical Specialist Corps of the Army, 
Navy and Air Force, as well as personnel from 
the Public Health Service and Veterans Adminis- 
tration. 


INSTITUTE OF INDUSTRIAL HEALTH 


A one-week course in radiation for industrial 
physicians and lawyers will be offered by the In- 
stitute of Industrial Health and the College of 
Law of the University of Cincinnati during the 
week of September 9. 

Classes will be held at the Colleges of Medicine 
and Law of the University of Cincinnati. Enroll- 
ment will be limited. Tuition is $100.00 per person. 
For further information and application write: 
Secretary, Institute of Industrial Health, Ketter- 
ing Laboratory, College of Medicine, University 
of Cincinnati, Cincinnati 19, Ohio. 


AMERICAN COLLEGE OF GASTROENTEROLOGY 


The American College of Gastroenterology has 
announced that its annual course in postgraduate 
gastroenterology will be given at The Somerset 
in Boston, Massachusetts, on October 24, 25, 26. 

The course will again be under the direction 
and co-chairmanship of Dr. Owen H. Wangensteen, 
professor of surgery of the University of Minne- 
sota Medical School, who will serve as surgical 
co-ordinator, and Dr. I. Snapper, director of Med- 
ical Education, Beth-El Hospital, Brooklyn, New 
York, who will serve as medical co-ordinator. Drs. 
Wangensteen and Snapper will be assisted by a 
distinguished faculty selected from the medical 
schools in the Boston area. 

The course will cover, essentially, the advances 
in diagnosis and treatment of gastrointestinal dis- 
eases, and a comprehensive discussion of diseases 
of the mouth, esophagus, stomach, pancreas, 
spleen, liver and gallbladder, colon and rectum, 
with special studies of radiology and gastroscopy. 

For further information and enrollment write 
to the American College of Gastroenterology, 33 
West 60th Street, New York 23, New York. 
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LIFE INSURANCE MEDICAL RESEARCH FUND 


Three North Carolina medical schools are among 
institutions receiving grants for heart research 
this year by the Life Insurance Medical Research 
Fund, according to an announcement by Dr. Fran- 
cis R. Dieuaide, Scientific Director of the Fund. 

In all, the Fund has given $9,211,000 for heart 
research since it was organized in 1945, including 
the 1957 awards of $1,059,490. 

In announcing this year’s awards, Dr. Dieuaide 
said they would support scientists in a _ broad 
attack on the vital problem of heart disease. Prom- 
inen among the subjects of study are diets, stress, 
and other factors in hardening of the arteries, 
coronary occlusion, and high blood pressure. 

In other programs, new methods are being devel- 
oped for the improvement of cardiovascular sur- 
gery, and for its extension to conditions which 
up to now have been considered inoperable. 

The North Carolina institutions benefiting from 
the awards are: 

Bowman Gray School of Medicine of Wake For- 
est College, for research by Dr. Harold D. Green 
on blood flow in the brain, $19,800. 

Duke University School of Medicine, for research 
by Dr. Philip Handler on the pressor factor in 
normal human urine, $5,500. 

University of North Carolina School of Medicine, 
for research by Dr. Carl E. Anderson on the chem- 
istry and metabolism of acetal phosphatides, $15,- 
400. 


NEWS NOTES FROM THE 
AMERICAN MEDICAL ASSOCIATION 
“A.M.A. In Action” Booklet 

An attractive new booklet describing ‘“A.M.A. 
in Action” as it moves ahead toward better medi- 
cine, better patient care, better distribution of 
medical services, better informed public, and _ bet- 
ter public health will be off the presses in June. 
This 44--page, illustrated pamphlet points out 
various A.M.A. services for physician-members 
and the public and lists benefits to both the medi- 
cal profession and the general public. Copies 
will be sent to A.M.A. officers, trustees and dele- 
gates, national opinion leaders, medical schools, 
and pharmaceutical representatives. In addition, 
limited quantities will be made available to state 
and county medical societies for distribution to 
their key officials. 


New 


Professional Liability Film Available In July 


A new dramatic film pointing up ways of pre- 


liability claims and suits 
will be available July 1 for medical society meet- 
ings. This new film, entitled “The Doctor De- 
fendant,” is a companion film to “The Medical 
Witness” in the series of films on various medico- 
legal problems being produced by the Wm. S. 
Merrill pharmaceutical company cooperation 
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with the American Medical Association and _ the 
American Bar Association. Bookings may be ar- 
ranged through A.M.A.’s Film Library, 535 North 
Dearborn Street, Chicago, Illinois. It will be 
shown for the first time Wednesday, June 5, dur- 
ing the A.M.A.’s annual meeting in New York 
City. 

Radio Stations Airing A.M.A. Health 
Programs to be Honored 

Eighty-seven radio stations across the country 
will be honored by the American Medical Associa- 
tion this year for broadcasting a minimum of 10 
complete A.M.A. health education radio tran- 
scriptions within the past five years. Since 1954, 
a total of 265 radio stations throughout the United 
States and Alaska have qualified for this distine- 
tion. Many of the radio stations using A.M.A. 
electrical transcriptions are serviced directly from 
the Bureau of Health Education through county 
medical societies. In addition, 13 state medical 
societies function as state distributors, arranging 
the placement of these programs directly with 
stations in their areas. 

Nationwide Health Survey Launched 

A new National Health Survey is being insti- 
gated in May by the U. S. Public Health Service, 
according to A.M.A.’s Council on Medical Service. 
The Council reports that a household interview 
survey is being conducted in 330 sampling areas 
throughout the country. Legislation enacted during 
the last session of Congress authorized the Sur- 
geon General of the USPHS to make surveys and 
special studies of the United States population to 
determine the extent of illness and disability and 
related information. 

The Council stated that the American Medical 
Association supported this legislation while cau- 
tioning that any survey in this area should be 
conducted in such a manner that all interested 
parties can agree substantially with its conclu- 


sions. 
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Facts to be collected include statistics on the 
number, age, sex, and other personal character- 
istics of persons suffering from diseases, injuries, 
or handicapping conditions; the length of time 
that these people have been prevented from 
carrying on their usual activities, and whether or 
not the conditions have had medical attention. 

The Council also announced that the household 
interview phase of the survey is to be a continu- 
ing study for an indefinite period of time. Field 
work will be handled by the Bureau of the Census 
for the USPHS, following primary sampling units 
already established in counties, parts of counties, 
combinations of counties, or metropolitan areas. 
At least one sampling unit is located in every 
state. 


TOBACCO INDUSTRY RESEARCH COMMITTER 


New appropriations of $700,000 for research 
into tobacco use and health raise to $2,200,000 the 
funds provided by the Tobacco Industry Research 
Commitee since its start in 1954, chairman Tim- 
othy V. Hartnett announced recently. 

From these funds, research grants of over 
$566,000 were awarded during 1956 upon recom- 
mendation of the Scientific Advisory Board to the 
Committee, Mr. Hartnett said. More than 60 in- 
dependent scientists working in hospitals and 
research institutions throughout the country are 
now carrying forward their medical research un- 
der Tobacco Industry Research Committee grants 
which total $1,380,000 since late 1954. 

All research grants are made by the Committee 
upon advice from the Scientific Advisory Board, a 
group of nine doctors, educators and research 
scientists headed by Dr. Clarence Cook Little, 
founder of the Roscoe B. Jackson Memorial Lab- 
oratory, Bar Harbor, Maine. This Board has been 
given full freedom in research policy and_ pro- 
gramming. 
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ANNUAL MEDICAL GOLF TOURNAMENT 


The American Medical Golfing Association will 
hold its forty-first tournament June 3, at the 
well known Westchester Country Club, Rye, New 
York. 

All male members of the American Medical 
Association are eligible to participate. Notice of 
further details and advance registration card may 
be secured by writing Bob Elwell, 3101 Colling- 
wood Boulevard, Toledo 10, Ohio. 

Players should present verification of their 
home club handicap, signed by their club secre- 
tary; otherwise, handicap is set by the A.M.G.A. 
Handicap Committee. 


PAN AMERICAN SANITARY BUREAU 


A check for $100,000 was handed recently to 
Dr. Fred L. Soper, Director of the Pan American 
Sanitary Bureau, Regional Office of the World 
Health Organization, by the Ambassador of the 
Dominican Republic to the United States, His 
Excellency Joaquin E. Salazar. 

This money is the first installment of a $500,- 
000 contribution of the Dominican Government for 
the Special Fund for Malaria Eradication of the 
Pan American Sanitary Organization. It is the 
second contribution to the Special Fund, the first, 
in the amount of $1,500,000 having been made last 
month by the Government of the United States. 

With an estimated eight million cases of malaria 
yearly in the Americas, the definitive solution of 
this problem has been given first priority in the 
public health programs furthered by the Bureau 
in cooperation with governments. Considering the 
tendency of malaria-transmitting mosquitoes to 
develop resistance to the residual insecticides such 
as DDT, it is essential that eradication be com- 
pleted with all speed before such resistance devel- 
ops. Governments are being urged to establish 
full-scale eradication programs as rapidly as pos- 
sible. 
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The Month in Washington 


By approximately the mid-term point in 
its first session, the Eighty-fifth Congress 
had shown enough interest in health legis- 
lation to hold a variety of hearings, but 
there was no evidence that many major 
bills would be passed before adjournment. 

Actually, it was not until three months 
after the session opened that the Adminis- 
tration sent up to Congress two bills it 
regards as important. One would change 
the doctor draft act and the other would 
authorize small commercial companies to 
pool part of their resources to stimulate 
expansion and experimentation in health 
insurance. 

Even then, the Department of Health, 
Education, and Welfare had not released 
its draft of legislation for federal grants 
to medical, dental, and osteopathic schools 
for construction and equipment. There 
was some reluctance to act on this legisla- 
tion until Capitol Hill had decided on the 
administration’s bill for United States aid 
to general education. 

Of all these bills, indications were that 
progress was assured on only one, that 
providing some revised arrangement for 
the selective draft of physicians, dentists 
and “allied specialists.” The special doctor 
draft act, in effect for almost seven years, 
is scheduled to expire on July 1. Because 
Defense Department insists it still needs 
special authority to draft physicians and 
other professional] health personnel by pro- 
fessional classification, the alternative was 

From the Washington Office of the American Medical As- 


sociation. 


{GOOD BUYS IN USED x-RAY EQUIPMENT 


General Electric 200 ma X-Ray Unit 


comprising 


200 ma full wave generator and control 


Birail tubestand 


Maxicon horizontal table with reciprocat- 
ing Bucky, compression device, 16:1 

8:1 ratio grid 

Double focus Hi-KV rotating anode tube 


ratio grid and 


and shockproof cables 


$4,500 + « + Immedicte delivery 


Westinghouse 200 ma X-Ray Unit 
comprising 


200 ma full wave generator and control 

Railmount tubestand 

Radiographic-Fluoroscopic hand tilt table 

Single focus rayproof undertable fluo- 
roscopic tube 

Double focus stationary anode radio- 
graphic tube with shockproof cables 


$2,000 + + Immediate delivery 


Prices include delivery, installation and guarantee. Can be demonstrated and financed if desired. 


PICKER X-RAY CORPORATION 


1707 East Seventh Street, Charlotte 4, North Carolina 
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continuation of a modified doctor draft act 
or changing the regular draft act. 

Meanwhile, a number of other bills had 
been studied at hearings. They include: 

Changes in the medical aspect of civil 
aviation regulations. Witnesses are widely 
divided on this measure that would set up 
an Office of Civil Aviation Medicine within 
the Civil Aeronautics Administration and 
give the Air Surgeon General, who would 
head the office, considerably more authority 
than now is exercised by U. S. medical of- 
ficials in this field. There was no official 
sponsorship of this from the federal gov- 
ernmental level. It was opposed by the De- 
partment of Commerce (where CAA is 
located) and the Civil Aeronautics Board. 
However, support came from the outside, 
including testimony from Dr. Jan Tillisch 
of the Mayo Clinic, Dr. William Ashe, 
chairman of the Department of Preventive 
Medicine, Ohio State University, and Dr. 
Herbert F. Fenwick, president of the Civil 
Aviation Medical Examiners. Dr. Tillisch 
headed an A.M.A. ad hoc committee that 
had started a study of the problem, but 
he testified as an individual. 

Veterans medical care. The House Veter- 
ans Affairs Committee had held extensive 
hearings on a bill to further restrict ad- 
mission of non-service connected cases to 
Veterans Administration hospitals, but there 
were no developments beyond that to en- 
courage sponsors of this legislation. 

Civil defense reorganization, Here again 
a wide split developed at the hearing on 
just how to reorganize the federal govern- 
ment’s participation in civil defense. The 
Administration wanted to strengthen the 
Federal Civil Defense Administration, but 
without going to the extent of making a 
cabinet-rank Department of Civil Defense, 
which is the goal of Chairman Chet Holi- 
field (D., Calif.) of the subcommittee that 
had studied civil defense for more than a 
year. 

Control of barbiturate and amphetamine 
drugs. The objective of bills before the 
House Interstate health subcommittee is to 
extend federal control to take in the manu- 
facture, compounding, processing, distribu- 
tion, and possession of habit-forming bar- 
biturates and amphetamines. This would be 
achieved by demonstrating that intrastate 
control of the drugs is essential to achieve 
interstate control, a philosophy advanced 


NORTH CAROLINA MEDICAL JOURNAL 


May, 1957 


for years by some federal officials. 

While manufacturers, compounders, pro- 
cessors, and handlers would have to list 
their names and places of business with 
HEW and maintain complete records, 
physicians would not have to comply with 
these regulations. 

% 


Pressures for economy that had been 
evident early in the session seemed to lose 
their effectiveness when Congress really set 
to work on the budget for the Department 
of Health, Education, and Welfare. Where- 
as in first (non-record) votes the House 
cut scores of items, it simply reversed itself 
when roll-call votes were demanded in the 
final go-around. 

As an example, no reductions at all were 
made in funds for the research institutes, 
$50 million was restored for grants to help 
build water pollution treatment plans, $1.3 
million was restored to the Food and Drug 
Administration. A $5 million cut in money 
for general public health grants to states 
was sustained by the House—but this money 
will have to be provided later if the House 
estimate of the extent of the obligation 
proves too low. 

Economy advocates tried without success 
in the House to cut $21 million off money 
for the Hill-Burton hospital construction 
program. 

While in theory the Senate is privileged 
to make its own cuts in a money bill com- 
ing to it from the House, in practice the 
Senators generally restore much of the 
money cut by the House and occasionally 
(as last year) vote large boosts over House 
figures. So the possibility now is for even 
higher health and medical budgets before 
the appropriations bills finally are enacted. 


CALIFORNIA CAREER OPPORTUNITIES 
FOR 
PHYSICIANS AND PSYCHIATRISTS 


Employment available as a_ result of interview only. 


Assignments in State hospitals, juvenile and adult 


correctional facilities, or a veterans home. Three 
salary groups: $10,860-12,000; $11,400-12,600; $12,600- 
13,800. Salary increases being considered effective July 
1957. Citizenship, possession of, or eligibility for Cali- 
fornia license required. 
Write: 
Medical Recruitment Unit, Box A, 


State Personnel Board 
801 Capitol Avenue 


Sacramento 14, California. 
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Pro-Banthine... 


CONFIRMED THERAPEUTIC UTILITY 


A Primary Drug in Peptic Ulcer 


pain relieved. 
promptly 


Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is foremost. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a singularly valuable agent 
when used in conjunction with diet, antacids, 
sedation and psychotherapy as required. 
Lichstein and his associates* report that 
Pro-Banthine “proved almost invariably 
effective in the relief of ulcer pain, in de- 
pressing gastric secretory volume and in 
inhibiting gastrointestinal motility. The 


off ectively 


incidence of side effects was minimal... .” 


The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer 
are repeatedly confirmed in the medical lit- 
erature. Dosage: One tablet with each meal 
and two tablets at bedtime. G. D. Searle & 
Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical 
Evaluation with Gastric Secretory, Motility and Gastro- 
scopic Studies. Report of 60 cases, Am. J. M. Sc. 232:156 
(Aug.) 1956. 
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in its completeness 


EVERY WOMAN 


WHO SUFFERS 


IN THE 


MENOPAUSE 


DESERVES 


“PREMARIN: 


widely used 


equivalent to natural. oral 
one USP Digitalis Unit 
estrogen 


Physiologically Standardized - 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 


AYERST LABORATORIES 
et New York, N.Y. ¢ Montreal, Canada 


5645 
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KNOX protein PREVIEWS 


| coming Today’s No. 1 | Nutritional Problem 


Knox “Food Exchange” Diet Enlists the Cooperation — 
of Your DIABETIC Patients for Dietotherapy 


1. This Knox booklet is based on nutritionally-tested Food 


Exchanges! and demonstrates that variety is possible for Chas. B. Knox Gelatine Co., Ine. 
diabetic diets. Professional Service Dept. sy_95 
Johnstown, N. Y. 
2. The easy-to-understand Food Exchanges simplify dietary 
Please send me dozen copies 


control for the diabetic by eliminating calorie counting. of tan 
3. Diets promote accurate adjustment of caloric levels to ing the useof Food Exchange Lists. 
the special needs of the patient, yet allow each individual Your Name and Address 
considerable latitude in the choice of foods. 

4. Each booklet presents in addition 16 pages of appetizing, 

kitchen-tested recipes. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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“DOCTOR” 


Give Us Your Transportation Worries 


OUR BENEFITS WE COVER 


TO YOU ARE ——==s YOU WITH— 
COMPLETE | LIABILITY INSURANCE 


PLAN 
FOR THE 100% 


On Collision, Fire 


MEDICAL 


Are Provided With a 


: = = = — All Repairs, Tire & 


Tire Replacements For Most of You, All Battery Replacements Are 
Inspection Registration This Is 100% Tax Deductible Purchased In Your 
Fees Home Town 


New Automobiles 
Any Make 


No Worries Over 
Taxes-Fees 
Service Cost 


Repairs 


License Fees 


ApS: 


Towing Cost 


Anti-Freeze 


Battery Replacements 


We are as near as your Telephone! 


If You Would Like to Have Our Doctor’s Leasing Plan Explained to You In Detail, 
Please Call or Write. We Will Manage to Have One of Our Representatives Call 
On You at Your Convenience. 


Piedmont Auto and Truck Rental, Inc. 


P.O. BOX 427 212 MORGAN STREET 
DURHAM, NORTH CAROLINA PHONE 2-3905 


G. B. Griffith, President W. A. Gay, Vice President 
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Overeating is a bad habit— 


you can help your patients 
to break it 


vith Dexedrine’ 


Available as tablets, elixir, and Spansulet 
sustained release capsules. 


*T.M. Reg. U.S. Pat. Off. 
for dextro-amphetamine sulfate, S.K.F. 


tT.M. Reg. U.S. Pat. Off. 
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Out-Patient Clinic 
THE And Hospital For Rehabilitation Of 


: A. F. Fortune, : Medica rector : 
INSTITUTE 


GREENSBORO, In-patients are accepted in state of acute 
NORTH CAROLINA alcoholism. No waiting period required. 


= Registered by American Medical Association a 


a good buy in 
public relations 


place 


today’s health 
AMERICA’S 


AUTHENTIC 
HEALTH MAGAZINE Give your order to a member of your local Medical 


Auxiliary or mail it to the Chicago office. 
TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 


in your reception room 


SPECIAL Please enter 1, or renew 0, my subscription for the 
HALF-PRICE RATES FOR period checked below: 
PHYSICIANS, NAME 


MEDICAL STUDENTS, INTERNS STREET 
CITY. ZONEW_STATE 


CREDIT WOMAN'S AUXILIARY OF COUNTY 


(4 YEARS... $4.00 YEARS... $2.50 
YEARS... $9 $3.25 1 YEAR ....$2Q0 $1.50 


Patronize 
Your 
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NICOZZOL|L. 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and private institutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or 2 teaspoonful toa 


contains: 
NORMAL 


Pentylenetetrazol. .100 mg. 


Nicotinic Acid 50 mg. 
BEHAVIOR 


1. Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., PATTE RN 


North Carolina M. J., 15:596, 1954 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 
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for your complete insurance needs... 


* PROFESSIONAL 
* PERSONAL 
* PROPERTY 


CHOSEN BY MEDICAL SOCIETY OF THE STATE 
OF NORTH CAROLINA FOR PROFESSIONAL 
LIABILITY INSURANCE 


THERE IS A ST. PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 


Head Office: Charlotte, North Carolina Service Office: Raleigh, North Carolina 
412 Addison Bldg. Edison 2-1633 323 W. Morgan Street. Temple 4-7458 


HOME OFFICE: 111 W. FIFTH STREET — ST. PAUL 2, MINNESOTA 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 
M. D. 


GREENSBORO, 
North 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


WorTH WILLIAMS, Business Manager R. M. Bure, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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specifically for reduction of overweight 


(brand of phenmetrazine hydrochloride) 


**...a highly effective and safe appetite suppressant...””' 


Based on clinical reports, PRELUDIN produces more than twice the weight loss 
achieved by patients receiving a placebo.? It is singularly free of tendency to 
produce serious side actions, as well as stimulation.'? PRELUDIN imparts a 
feeling of well-being that encourages the patient to cooperate willingly in 
treatment.'3 


The reduced incidence of side actions with PRELUDIN makes losing weight more 
comfortable for the average patient, facilitates treatment of the complicated 
case and frequently permits its use where other anorexiants are not tolerated.3 


Recommended Dosage: One tablet two to three times daily one hour before 
meals. Occasionally smaller dosage suffices. On theoretical grounds, PRELUDIN 
should not be given to patients with severe hypertension, thyrotoxicosis or 
acute coronary disease. 

(1) Holt, J. O. S., Jr.: Dallas Med. J. 42: 497, 1956. (2) Gelvin, E. P.; McGavack, T. H., and Kenigsberg, S.: 
Am. J. Digest. Dis. 1:155, 1956. (3) Natenshon, A. L.: Am. Pract. & Digest Treat. 7: 1456, 1956. 


Pre.uoin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


G E I G Y Ardsley, New York Griyy 
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@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
(sS@.. Therapy @ Supervised Sports @ Religious Services 
Wes... 
Your patients spend many hours daily in healthful out- 
door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast. 
Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR 3 
Medical Director-—Samuel G. Hibbs, M.D. 
EMOTIONAL READJUSTMENT Medical Director_-WalterH. Wellborn, Jr., M.D. 


TARPON SPRINGS e F LORIDA PeterJ.Spoto,M.D. Zack G.Gonzalez,M.D, 
‘onsultants in Psychiatr 
ON THE GULF OF MEXICO 5.6. worsen, R-E Philips, MD.” W.H. Bailey, M.D. 


Phone: Victor 2-1811 


Thirst. too. 
seeks uality 
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app etites 


LYSINE-VITAMIN SUPPLEMENT LTD ERLE 


Finicky eaters are headed for a fast nutritional 
build-up with INCREMIN — tasty appetite stimulant. 


INCREMIN Offers |-Lysine for improved protein utili- 
zation, and essential vitamins for their stimulating 
effect on appetite. 


Tasty INCREMIN is available in either Drops or Tab- 
lets. Caramel-flavored Tablets may be orally dissolved, 
chewed or swallowed. Cherry-flavored Drops may be 
mixed with milk, formula or other liquid. Tablets: 
bottles of 30. Drops: plastic dropper-type bottle of 
cc. 


Each INcREMIN Tablet 
or each cc. of INCREMIN Drops contains: 
I-Lysine 300 mg. Pyridoxine (B,) 5 mg. 
Vitamin Bie 25 mcgm. (INCREMIN Drops con- 
Thiamine (Bi) 10 mg. tain 1% alcohol) 
Dosage: only 1 INCREMIN Tablet or 10-20 INCREMIN Drops 
daily. 

*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 


ASHEVILLE 


NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupational and _ recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 


MINOR SURGERY WITH SAFETY 


The Pelton LV-2 Autoclave is ideal equipment 
for small hospitals, clinics and offices where 
minor surgery is performed and as stand-by 


equipment in larger hospitals. Completely 
self-contained, generates its own steam, em- 
braces all Pelton automatic features. Cham- 
ber, 12” x 22”; offers 2,485 cubic inches of 
sterilizing space; tublar stand is standard 
equipment. Ask for complete details. 


Carolina Surgical Supply Company 


706 TUCKER ST. ary, 1 DILLARD ST. 
RALEIGH, N. C. URHAM, N. C. 


STOP 
CLIMBING 
STAIRS 


Avoid 
Heart Strain 
and Fatigue 

with a 

Home Elevator 


Inclin-ator travels up and down 
stairways—Elevette fits snugly 
into closet space. Ideal for in- 
valids and older folks, with safe 
push-button controls. Uses or- 
dinary house current. Used in 
hundreds of nearby homes. Call 
or write today for free survey. 


MON AIRIGH 


ELEVATORS 


Freight & Passenger Elevators 
Greensboro, North Carolina 
Charlotte Raleigh 
Roanoke Augusta Greenville 
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more than hope... 


When the contents of Pandora’s Box were released, 
Hope alone remained. To the allergic patient, 
faced with a veritable Pandora’s Box of discomforts, 
‘Perazil’ offers far more than hope. It gives 
ability to withstand allergens, without reactions. 


brand Chlorcyclizine Hydrochloride 


long-lasting action +* exceptionally little side effect 


For children and adults: | SUGAR-COATED TABLETS OF 25 mg. 
SCORED (UNCOATED) TABLETS OF 50 mg. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, 


GEORGIA 


(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 


Occupational Therapy 
Modern Facilities 


MEMBER 


Georgia Hospital Association, American Hospital Association, 
National Association of Private Psychiatric Hospitals 


JAS. N. BRAWNER, JR., M. D. 
Medical Director 


P.O. Box 218 


ALBERT F. BRAWNER, M. D. 
Assistant Director 


Phone 5-4486 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 


Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents 


ALL PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 2, NEBRASKA 
Since 1902 
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can you read this thermometer, 


doctor? 


Naturally not. Missing calibration makes it worthless. 


Equally useless and dangerous is a “quantitative” urine-sugar test that does not 
quantitate dependably, or omits readings in the critical range. 


Enzyme urine-sugar tests are sensitive and specific for glucose — excellent “yes” 
or “no” tests but undependable for quantitation. King and Hainline,: after testing 
1,000 urines, found an enzymatic urine-sugar test unable to distinguish in the 
important range between 1/2 per cent and 2 per cent or more of urinary glucose. 
Leonards,? in a report on 4,020 tests, revealed that “...in 502 out of 804 tests 
the wrong interpretation was made.” He concluded that enzymatic urine-sugar 
testing ‘‘...as a quantitative procedure is unsatisfactory and can lead to serious 
error in the interpretation of a patient’s clinical condition.” 


Failure to recognize this limitation of enzyme tests may result in incorrect 
insulin dosage,? and may lead to diabetic complications. 


(1) King, J. W., and Hainline, A., Jr.: Commercial Glucose Oxidase Preparations for the Detection of 
Glucose in Urine, Cleveland Clin. Quart. 23:212, 1956. (2) Leonards, J. R.: Evaluation of Enzyme Tests 
for Urinary Glucose, J.A.M.A. 163:260 (Jan. 26) 1957. 


reliable readings throughout the critical range— 
does not omit 344% (++) and 1% (+++) 


BRAND 


a 15 year “standard” in urine-sugar testing 


(sy AMES COMPANY, INC « ELKHART, INDIANA - Ames Company of Canada, itd., Toronto 
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when its time 
take easy... 


As energy requirements de- 
crease, foods must be carefully 
chosen to provide nutrient 
needs. Medically supervised 
studies show that weight can 
be lost and desired weight 
maintained on a palatable diet 
of familiar and well-liked foods. 
This diet supplies generous 
quantities of high quality pro- 
tein and calcium . . . nutrients 
frequently low in the food in- 
take of older people. 

The necessary foods for the 
diet can readily be chosen from 
the family table by the older 
person who lives with a younger 
family—are easily prepared by 
the person who cooks small 
meals. 

The foods included in these 
diets provide all essential 
nutrients in amounts recom- 
mended for adults. Only calo- 
ries are in deficit. Dairy foods 
are an important feature of 


these meals because of their 
high proportion of nutrients in 
relation to the calories they 
provide. Their taste appeal and 
variety make the diet easy to 
follow until the desired weight 
is lost. 

Doctors! Send for the con- 
venient leaflet and diet instruc- 
tion sheets containing menus 
for three full meals a day for 
an entire week. Diets at two 
moderately low calorie levels 
are included. These diet in- 
structions will be useful even 
where a person may require a 
different calorie level for weight 
loss. For such individuals, the 
physician can suggest desired 
modification, retaining the 
basic diet plan. 

These materials are yours on 
request—without cost or obli- 
gation. Simply clip the cou- 
pon below, fill it in and mail 
it today. 


This information is reproduced in the interest in good nutrition and health 
by the Dairy Council Units in North Carolina. 


High Point-Greensboro 
105 Piedmont Bldg. 
Greensboro, N. C. 


Winston-Salem 


106 N. Cherry St. 
Winston-Salem, N. C. 


Durham-Burlington-Raleigh 
310 Health Center Bldg. 
Durhan, N. C. 
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How to am friends 


Childrens Size 


BAYER 


The Best Tasting 

Aspirin you can prescribe. 
The Flavor Remains Stable 
down to the last tablet. 


25¢ Bottle of 48 tablets (114 grs. each). 


We will be pleased to send samples on request. 
THE BAYER COMPANY DIVISION 


of Sterling Drug Inc. 


1450 Broadway, New York 18, N. Y. 
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North Carolina truck taxes pay 
431% per cent of the State’s en- 
tire bill for construction, upkeep 
and administration of the high- 


prevents nausea, way system. More than 1,800 


North Caroli ities are 
dizziness, vomiting served only by truck transporta- 
tion. 
of motion sickness 


in minutes Pfizer 


‘BRAND OF MECLIZINE HYDROCHLORIDE 


N. C. MOTOR CARRIERS ASSN., Inc. 
Raleigh, N. C. 


*Trademark 


APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 


and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy ve employed. The Institution is equipped with complete laboratory 
-ray. 


facilities including electroencephalography and 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patienta, rooms single or en suite. 


Wm. Ray GRIFFIN, JR., M.D. MARK A, GRIFFIN, SrR., M.D. 
Ropert A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 
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the logical 
combination for 


antibacterial 
what is it? 
therapy the phosphate complex of tetracycline 


and 
FOR INITIAL ANTIBIOTIC BLOOD LEVELS 


antifungal FASTER AND HIGHER THAN EVER BEFORE 
antifungal activity of Mycostatin 


FOR ADDED PROTECTION AGAINST 
MONILIAL SUPERINFECTION 


MYSTECLIN 


Squibb Tetracycline Phosphate Complex (Sumycin) + Nystatin (Mycostatin) 


prophylaxis 


why should you prescribe it? 


Because it provides highly effective 
broad spectrum antibiotic therapy for many 
common infections 


AND AT THE SAME TIME 


protects your patients against the monilial 
overgrowth so commonly observed during therapy 
with the usual broad spectrum antibiotics 


MYSTECLIN 


Squibb Tetracycline Phosphate Complex (Sumycin) + Nystatin (Mycostatin) 
Each capsule contains tetracycline phosphate complex equiva- 
lent to 250 mg. tetracycline hydrochloride and 250,000 units 


Mycostatin. 
Minimum adult dosage: 1 capsule q.i.d. Bottles of 16 and 100. 


j) Squibb Quality—the Priceless Ingredient 


*MYSTECLIN'®, “SUMYCIN® AND *MYCOSTATIN'® ARE SQUIBB TRADEMARKS 
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“Those poor devils 


are dying” 


USTACHIOED, bulky and calm, Jack 
M Philip stood on the bridge of the 
U.S.S. Texas, watching his gunners pour 
fire into the Spanish men-of-war fleeing 
Santiago harbor. 

Only a few days before, another American 
ship had accidentally fired at the Texas, 
Philip had responded by signalling : “Thanks, 
good line, but a little over.” 

Now enemy shells were whistling over his 
head from desperate vessels doomed to de- 
struction. As the 7exas raced past the flam- 
ing, riddled Vizcaya, that Spanish battleship 
exploded. 

Instantly, a great victorious shout sprang 
up on the 7exas. But Captain Philip quickly 
silenced it: 

“Don’t cheer, men; those poor devils are * * ‘. 

dying. 

A bold captain who ran a happy ship, Jack It’s actually easy to save money—when you buy 
Philip was already something of a friendly Series E Savings Bonds through the automatic 
hero to his men. But this one sentence, more Payroll Savings Plan where you work! You just 
than all his bravery, made him a hero of sign an application at your pay office; after that 


the Spanish-American War to millions of your saving is done for you. The Bonds you re- 
ceive will pay you interest at the rate of 3% per 


Americans, 
year, compounded semiannually, when held to 

, For Americans prize gallantry. Gallantry maturity. And after maturity they go on earning 

is part of the great heritage — part of the 10 years more. Join the Plan today. Or invest in 

strength — of the American people. And Savings Bonds regularly where you bank. 

today, it is this strength—the strength of 

165 million Americans — which forms the ° ° 

real guarantee behind one of the world’s Safe as America - US. Savings Bonds 

finest investments: United States Series E 

Savings Bonds. 
That’s why it’s such a good idea for any 

American to buy Savings Bonds regularly 

and hold on to them, Start today! 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation with the 
Advertising Council and the Magazine Publishers of America, 
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Something Really NEW! 


The oldest idea in analgesic combinations in a distinctive, 
different NEW formula . . . as modern as tomorrow. 


It long has been an accepted 
idea that a combination of anal- 
gesics produces smoother anal- 
gesia than either would accom- 
plish alone. Now .. . with $.C.A. 
TABLETS, this old idea is retained 
... but with the advantage of 
utilizing newer, less toxic agents. 


placed by Acetyl-p-aminophenol, 
eliminating the danger of met- 
hemoglobin formation. 


$.C.A. TABLETS are indicated in 
the relief of pain and discomfort 
of the common cold, headache, 
grippe, sciatica, dysmenorrhea, 
bursitis, neuritis, myositis, and 
kindred conditions. 


In $.C.A. TABLETS, aspirin is a 
a 7 Literature on clinical tests and 


omitted in favor of salicylamide. 
This enhances the analgesic and 


anitpyretic activity . . . with no bibliography on S.C.A. TABLETS 
chance of stomach irritation from ae epen request... the oldest idea 
liberation of free salicylic acid. Mrsicians PRooU in analgesics brought up to date 
.. .in white, compressed tablets, 
Phenacetin (Acetophenetidin), in ey monogrammed with PP for ready 
S.C.A. TABLETS has been identification. 
EACH S.C.A. TABLET CONTAINS: ~ 


CAFFEINE CITRATE ..... 


Petersburg, Virginia 


CLINICAL SAMPLES AND LITERATURE ON REQUEST 
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PATENTED WEDGE 
GIVES SUPPORT 
TO CENTER LINE 
OF BODY 
WEIGHT 


a proven 
suppressor of 
postoperative 


@ The patented arch support construction is guaran 
nausea and Cap teed not to break down. 


e 
vomiting Pe Innersoles guaranteed not to crack or collapse. 
@ Foot-so-Port lasts designed and the shoe construc- 


tion engineered with orthopedic advice. 


®@ Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 


@ We make more shoes for polio, club feet and dis- 
BRAND OF MECLIZINE HYDROCHLORIDE abled feet than any other shoe manufacturer. 
Write for free booklet on Foot-so-Port Shoes or 


contact your local FOOT-SO-PORT Shoe Agency. 
Refer to your Classified Telephone Directory. 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shoe Company - 


TUCKER HOSPITAL, INC. 
212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


DR. HOWARD R. MASTERS DR. JAMES ASA SHIELD DR. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop 
Dr. ROBERT K. WILLIAMS 
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FOR OVER YEARS 
HASKELL’S 


BELBARB 


has provided Safe, Effective Spasmolysis and Sedation 


NOW IN © CONVENIENT DOSAGE FORMS 
Belladonna 
Phenobarbital Alkaloids Supplied 


1 BELBARB No. 1 hyoscyamine, Bottles of 100, 500 
per tablet ly gr. atropine, and 1,000 tablets 


ro BELBARB No. 2 and Bottles of 100. 500 


per tablet 1., gr. scopolamine and 1,000 tablets 


3 BELBARB-B in fixed Bottles of 100. 500 


with B Complex Supplement* 1 gr. proportion, and 1,000 tablets 


BELBARB Elixir 
per fluidrachm (4 cc) V4 gr. 


‘val Bottles containing 
equivalent to | pt. and 1 gal. 
5 BELBARB Trisules 1 Trisule is equivalent to Snake Bottles of 30 and 100 


3 Belbarb tablets Trisules 


*Thiamine Hydrochloride — 5 mg., Riboflavin — 2 mg., Calcium Pantothenate — 2.5 mg., Pyridoxine 
Hydrochloride — 0.5 mg., Niacinamide — 10 mg., Vitamin B,, Activity — 2 meg. 


Send for free samples and literature. 


CHARLES C.:HASKELL & CO., INC., Richmond, Virginia 
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The FOR 


EXCEPTIONAL 


PROFESSIONAL MANAGEMENT, INC. ||} 


home and school for 
An Affiliate Of School infants, ond 

adults on pleasant 
250 acre farm near Charlottesville. 


Write for booklet. 
Mrs. J. BASCOM THOMPSON, Principal 


BUSINESS CONSULTANTS FREE UNION VIRGINIA 


Black & Skaggs Associates 


TO THE MEDICAL PROFESSION 
GENSE 


AREA Imported Stainless Steels 
OFFICES (Flatware & Hollowware) 
Asheville, N. C. Columbia, S. C. Crystal 
3 Oak Ridge Rd. P.O. Box 4058 China's 
Charlotte, N. C. Raleigh, N. C. For further information & Brochure Write: 


P.O. Box 4110 P.O. Box 10404 - McSHERRY WELLS 


Jewelers 
Home Office—Southern Pines, N. C. 


P.O. Box 818 111 W. Hargett St. Raleigh, N. C. 


you 


on up-to-date techniques for detecting and treating cancer, we 
have @ 

@ © © inour professional film library, films on nearly 150 
subjects covering cancer diagnosis, detection and treatment, 
available onloan @ @ ®@ 

@ @ @ our monthly publication, “Cancer Current 
Literature,” an index to articles on neoplastic diseases from 


American and foreign journals. 


For information about these 
and other materials, write 
your state Division of the 


American Cancer Society 
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For Real Pain ...give real relief: 


Aspirin 

Phenacetin 

Caffeine 

Demerol hydrochloride... 


200 mg. (3 grains) 
150 mg. (21/2 grains) 
30 mg. (2 grain) 
30 mg. grain) 


Average Dow: 


1 or 2 tablets. 


Narcotic blank required. 


Potentiated Pain Relief 


WINTHROP LABORATORIES 


New York 18, N. Y. 


e Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 
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EXPERIENCE INDICATES 
FEWER RESISTANT 


CHLORO 


As clinical reports on resistance of common pathogens to antimicro- 
bial therapy gain increasing prominence,'* need for broad-spectrum 
antibiotic therapy to which resistance is less likely to develop 
becomes even more apparent. Particularly troublesome are the 
staphylococci, which often fail to respond not only to commonly used 
antibiotic therapy but also to agents more recently introduced.*!° 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) has maintained 
most of its original effectiveness against strains of staphylococci and 
against other sensitive pathogens.?+'!-!5 “The fact that so few strains 
were found to be resistant to chloramphenicol [CHLOROMYCETIN| 
made it possible for the clinicians to turn to this antibiotic when 
such a large proportion of strains was observed to be highly resistant 
to the other commonly used antibiotics.”? 


CHLOROMYCETIN is a potent therapeutic agent and, because certain 
blood dyscrasias have been associated with its administration, it should 
not be used indiscriminately or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 


REFERENCES 


(1) Jones, W. F, Jr.; Nichols, R. L., & Finland, M.: Proc. Soc. Exper. Biol. & Med. 
93:388, 1956. (2) Spink, W. W.: Ann. New York Acad. Sc. 65:175, 1956. (3) Kempe, 
C. H.: California Med. 84:242, 1956. (4) Rantz, L. A., & Rantz, H. H.: Arch. Int. Med. 
97 :694, 1956. (5) Kirby, W. M. M.; Corpron, D. O., & Tanner, D. C.: J.A.M.A. 162:1, 
1956. (6) Nichols, R. L., & Finland, M.: Antibiotic Med. 2:241, 1956. (7) Pearson, J. Z.; 
Somberg, A.; Rosanthal, I.; Lepper, M. H.; Jackson, G. G., & Dowling, H. E: Arch. 
Int. Med. 98:273, 1956. (8) Wise, R. I.; Cranny, C., & Spink, W. W.: Am. J. Med. 
20:176, 1956. (9) Kirby, W. M. M.; Hudson, D. G., & Noyes, W. D.: Arch. Int. Med. 
98:1, 1956. (10) Walton, R. P; Parker, R. T.; Sandusky, W. R., & Schaffer, A.: Panel 
discussion, J. South Carolina M. A. 52:33, 1956. (11) Altemeier, W. A.: Postgrad. Med. 
20:319, 1956, (12) Weil, A. J., & Stempel, B.: Antibiotic Med. 1:319, 1955. (13) Krantz, 
J. C., Jr.: Current M. Digest 23:61 (Sept.) 1956. (14) Smith, R. T.; Platou, E. S., & 
Good, R. A.: Pediatrics 17:549, 1956. (15) Royer, A.: Scientific Exhibit, 89th Ann. 
Conv., Canad. M. A., Quebec, Canada, June 11-15, 1956. 
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100 CHLOROMYCETIN 98.1% 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


STRAINS OF COAGULASE-POSITIVE STAPHYLOCOCCI! SENSITIVE 
TO CHLOROMYCETIN AND FIVE OTHER MAJOR ANTIBIOTIC AGENTS” 


ANTIBIOTIC A 50.2% 
ANTIBIOTIC B 48.2% 


ANTIBIOTIC C 43.9% 


ANTIBIOTIC D 30.6% 29.2% 


209 STRAINS 209 ‘STRAINS 139 STRAINS 139 STRAINS 209 STRAINS 209 STRAINS 


*This graph is adapted from Spink.* 
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Compazine Ampuls 


for immediate control of nausea and vomiting 


when oral administration is not feasible 


In 98% of cases treated with ‘Compazine’ Ampuls during 
clinical trials, a single intramuscular dose completely 


stopped nausea and vomiting cr reduced its severity 


enough to permit tablet administration. 


Dosage: An initial dose of 5 to 10 mg. (1 to 2 cc.) should 
be injected deeply into the upper outer quadrant of the 
buttock. This may be repeated if necessary at intervals of 


3 to 4 hours. 


For further information, see S.K.F. literature. 


Available: 2 cc. (:o mg.) ampuls in boxes of 6 and 100. 
5 mg. tablets ia bottles of 50 and soo. 


a potent antiemetic 


| | 
Co Mp AZ ine - with minimal side effects 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for proclorperazine, S.K.F. 
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100 CHLOROMYCETIN 98.1% 


STRAINS OF COAGULASE-POSITIVE STAPHYLOCOCCI SENSITIVE 
TO CHLOROMYCETIN AND FIVE OTHER MAJOR ANTIBIOTIC AGENTS” 


ANTIBIOTIC A 50.2% 
ANTIBIOTIC B 48.2% 
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ANTIBIOTIC C 43.9% 
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a new dosage form 


Compazine 


for immediate control of nausea and vomiting 


when oral administration is not feasible 


In 98% of cases treated with ‘Compazine’ Ampuls during 
clinical trials, a single intramuscular dose completely 
stopped nausea and vomiting cr reduced its severity 
enough to permit tablet administration. 

Dosage: An initial dose cf 5 to 10 mg. (1 to 2 cc.) should 
be injected deeply into the upper outer quadrant of the 
buttock. This may be repeated if necessary at intervals of 
3 to 4 hours. 

For further information, see S.K.F. literature. 
Available: 2 cc. (:0 mg.) ampuls in boxes of 6 and too. 
5 mg. tablets in bottles of 50 and soo. 


a potent antiemetic 


| | 
Co Mpacine with minimal side effects 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for proclorperazine, S.K.F. 


